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Mr. Chairman, Ladies and Gentlemen: 


The distinction that I have tonight in 
addressing this Annual Meeting is, indeed, 
a great honor, and the demands of such 
an occasion are far more important than 
one can contemplate, but if my judgment 
does not misguide me, I feel that a disser- 
tation, blending the truth and facts of the 
Art and Science of Medicine in the de- 
velopment and progress of our country, 
would appeal to the interest and reason 
of both layman and physician. 


In order more forcibly to demonstrate 
the importance of this acclamation, please 
permit me to indulge briefly in rem- 
iniscence of the development of the early 
history of our own State. Among the 
states of the Nation there is none that 
stands out so supreme as does Louisiana; 
her traditions as beautiful as any pic- 
tured by the pen of ancient romanticism. 
She looms before our eyes in the visions 
of the past as the Mother of the States, 
as does Virginia the Mother of Presidents. 
Louisiana’s history and traditions are both 
varied and picturesque; always tinged 
with a touch of ancient aristocracy and 
pioneer rough-heartedness. 





*Read before the Louisiana State Medical So- 
ciety, Monroe, April 15, 1926. 
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Though her history is marked by con- 
stant interchange of dominance, we find 
that throughout these periods her leaders 
have never lost sight of the true character- 
istics of genuine statehood. Louisiana in 
her incipiency was a vast wilderness, un- 
discovered and undeveloped; her only dis- 
tinction being the untamed animals that 
roamed her forests and the unconquerable 
alligator that hibernates in her lakes and 
lagoons and claims supremacy of her 
stagnant waters; her only anthem the 
warbled notes of her chirping birds. 


Then appeared upon the tablets of her 
history in the form of a_ redeemer the . 
brave and dauntless DeSota, carrying with 
him the banner of Spain, with a zeal and 
determination to conquer and overcome the 
obstacles with which his adventures were 
beset. His efforts were defeated, how- 
ever, by the inviscible reaper—death. Her 
hidden treasures were not to be ignored 
by this failure, for there soon followed the 
descent of LaSalle to the mouth of the 
Mississippi in the year 1682, who laid 
claim to the vast territory extending from 
the Great Lakes to the Gulf; from the Ap- 
palachian to the Rocky Mountains. There, 
was born the Louisiana of yesterday. Then 
came the founding of New Orleans by 
Bienville, which with its logical position 
has now grown and taken its place among 
the great cities of the world. 


By this time, as a result of the French 
and English War of 1763, Louisiana became 
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a province of Spain for the reimbursement 
to England for the loss of Florida. From 
that time, Louisiana’s history remained at 
a standstill until 1775, when upon the 
scene appeared the Acadians of Nova 
Scotia, who gave to Louisiana the beauties 
of her romance which have been so 
graphically portrayed by the immortal 
Longfellow in his poem “Evangeline.” 
Through this period her citizens lived in 
a state of perpetual peace until her entry 
into the “War of the American Revolution”, 
in which conflict the true valor of her 
citizens was exemplified by the heroic 
deeds of her patriots. Louisiana, at this 
time, not being a part of the territory of 
the United States, was later purchased 
from France during the Napoleonic rule. 
This acquisition paved the way by which 
the United States advanced to the Pacific 
Ocean. 


On January 22nd, 1812, this broad ex- 
panse of territory, known as Louisiana, 
was admitted to the Union, and thus took 
her place among the States of our Nation. 
The spirit of her people, imbued with the 
pride of development, rapidly brought 
this newly acquired territory into her own. 
Thus, step by step, the dismemberment of 
this vast domain, once known as Louisiana, 
has come about, and today she is a modest 
keystone wedged into the arch of the 
American Commonwealth, semi-circling 
the northern shores of the Gulf of Mexico. 
Yet, reduced in area as she now is, she still 
looms great; great for her contributions 
to the written pages of American history; 
great for her picturesque and dramatic 
past, and for the traditions that have come 
down to us from this past; great in all 
that which any citizenry may take pardon- 
able pride, and which places her among 
the states that command the spotlight 
when the stage of our country’s past is 
illumined. Not only has she contributed 


to science, architecture, law, military 


science, the American stage and American 
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letters, but as well to the agricultural side 
in noble fashion. 


What we have just gleaned belongs to 
the history of the past, but in the Louisi- 
ana of today, one might paraphrase the 
proverb, in speaking of the Eden of the 
South, “Truth is Stranger than Fiction”, 
for there is no fanciful dressing of facts 
required to reveal this wonderland in a 
more alluring aspect than is already her 
own. Her salubrious climate and the phe- 
nominal fertility of her soil are the funda- 
mental and unimpeachable qualities that 
are necessary to the upbuilding of a great 
country. And to these primary factors 
nature, with lavish hands, has endowed 
her with the greatest variety of natural 
resources of any state in the Union. 
These, as you know, have been and are 
being so rapidly developed until the weglth 
from these fields alone has become one 
of the important assets of the State. 


With the great Father of Waters leashed 
by flood-control, much of the lowland, once 
anathematized as malarial hot-beds, have 
come to be regarded as the most fertile 
part of the State. With this and many 
other reclamation processes, stimulated 
by diversified farming, Louisiana is 
marching to a richer and fuller develop- 
ment. The congenial combination of fer- 
tile soil and ideal climate make possible 
the growing of practically every variety 
of product within the nomenclature of agri- 
cultural science, even the exotic delicacies 
of tropical fruits flourish here; not only 
with incredible rapidity but to the highest 
degree of perfection. Not only this, but 
everywhere throughout her domain she is 
traversed with splendid highways and in- 
numerable waterways, which facilitate 
both her commerce and development. Her 
fur trade alone is greater than that of 
Canada; her wild game, which furnish an- 
nual entertainment for the sportsmen, is 
unparalleled; her lumber industry is 
among the first of the States; and last 
but not least, her educational advancement 
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has, in the past generation, been beyond 
the wildest dreams of the imagination. 


Her colleges and universities speak in 
no uncertain tones of her determination to 
sever the shackles of tradition and eman- 
cipate herself from the ignominious pelf of 
ignorance and superstition, and among the 
greater of these institutions is Tulane 
Medical College—the oldest and best in the 
South. The truth and knowledge which her 
teachers have instilled into her alumnae 
have been great factors in rescuing the 
State from the throes of plague and pes- 
tilence which so often threatened its very 
existence. Who was called upon when 
Louisiana, in her swaddling clothes of in- 
fancy, was crying out with pathetic voice 
for some benefactor to fight her battles 
against invading scourges and epidemics 
that arose to blight her fair name? Was 
it the politician, was it the banker, was 
it the charlatan or chiropractor, or even 
the military man, clad in all his pomp and 
glory? No, it was then, is now, and always 
will be the honest, conscientious and cap- 
able physician with unselfish sympathy, 
armed with the saber of truth and scien- 
tific knowledge, who is called upon to go 
forth and meet the unworthy foe. In Lou- 
isiana, as in no other state perhaps, we 
find in the sacred history of her past, 
records of such deeds of valor and self 
sacrifice by members of our profession that 
will ever inspire the admiration of future 
generations. 


While Louisiana mourns the loss of her 
loyal sons, she feels that they, like the lowly 
Nazarene, did not die in vain through their 
loyalty to science and devotion to duty, and 
with the revelation of truth against prej- 
udice we have the proud panoplied and 
picturesque Louisiana of today. Think, if 
you will of the dark and appalling days 
when yellow-fever, with its death knell, 
spread its black banner over this whole 
Southland, destroying life, depopulating 
cities, threatening every avenue of com- 
merce; of unknown origin and insidious in- 
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ception, blighting the hopes of a courageous 
people; for the want of truth to suffer them- 
selves sacrificed by a hidden foe. 


Yellow fever occurred in the United States 
from 1702 to 1905 one hundred and twen- 
ty-five times, the first great epidemic 
being in Philadelphia in 1794. From 1855 
to 1905 there were more than thirty 
thousand deaths in the city of New Or- 
leans alone. The story of these grewsome 
days I will leave to history, fading mem- 
ories'‘and the imagination. 


In this, as in all other emergenices in- 
volving the physical welfare of mankind, 
destiny decreed that medical science must 
evolve some process to prevent the tragic 
visitation every year of this frightful 
disease, and consequently our government 
in 1900 named a commission, comprised 
of Reed, Carroll and Lazear, to go to 
Cuba where yellow fever was then pre- 
valent among our soldiers, and there study 
the mode of transmission of this disease 
from man to man, and while the memory 
of Jesse Lazear, who sacrificed his life in 
this experiment, should always be dear in 
the hearts of his countrymen, the name of 
Walter Reed, who was Chairman of this 
Investigating Committee, is one that should 
be written in letters of gold upon the 
tablets of medical research and placed in 
the archives of memory as one who has 
done more for suffering humanity than 
any living man. His brief history is re- 
plete with the charms of his personality, 
the modesty of his claims and the magni- 
tude of his achievements. If Louisiana is 
great today, she owes her greatness in a 
large measure to this towering genius, 
whose very soul was steeped with the fires 
of investigation for living and lasting 
truths, such as would break the laws of 
tradition and lead a bewildered people into 
the light of reason and into a happier 
land. 


So profoundly impressed was the med- 
ical profession with the far reaching ef- 
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fects and the inestimable good of his dis- 
covery that, when the jealous hand of death 
removed him from human _ endeavors, 
there was organized a “Walter Reed Mem- 
orial Association.” This association was 
empowered to raise a fund, the income of 
which was to maintain his widow and 
‘daughter during their lifetime, and upon 
their death to be used to perpetuate and 
immortalize his memory. Thus it is that, 
everywhere in the mad rush for supremacy, 
medical science plays a leading role in the 
fascinating drama of advancing civiliza- 
tion. 


The public mind gradually ascended 
through the ages to this point, prepared 
to abandon all of the errors of tradition 
and prejudice and to accept, as you do 
today, the rational and logical conclusions 
that medicine is a science grounded upon 
a knowledge of natural laws; laws fixed 
immutable and eternal; laws enacted in 
the courts of omnipotence when the uni- 
verse was organized; laws which cannot 
be annulled or deflected by the power or 
ingenuity of mortal man; a proper con- 
ception of the phenomena of these laws, 
physical and vital, constitutes the basis of 
that knowledge which is essential to the 
construction and exercise of rational 
medicine. 


It is your conception of this great truth 
which brings you here today to join hands 
with the organized and associated laborers 
in this vast field of thought and action. 


Ever since priesthood and _ superstition 
began to be eliminated from the practice 
of medicine, when it was based for the first 
time on inductive philosophy, it has been 
a progressive art, and all along the high- 
ways of centuries stand the monumental 
labors of its great pioneers. Step by step 
the circumference of its influence has 
widened in the alleviation of human suf- 
fering; in the staying of untimely death; 
in the revelation of anatomy, physiology, 
electricity, and chemistry; in the establish- 
ment of sanitary and hygienic regulations; 
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in the discovery of the causes and adop- 
tion of methods for limiting the sweep of 
epidemics and contagious diseases. 

But the grandest, the most unselfish 
and far reaching work of medicine has 
been, and will forever be, its silent and im- 
perceptible influence as a science upon the 
fortunes and destiny of the human family. 


Three thousand years ago, the world 
was struggling in the thralldom of des- 
potism, which only ignorance could make 
possible; when tradition was authority; 
when superstition was religion; when the 
will of one cruel and vicious tyrant was 
the law of millions, then the only theory 
of government was the divine right of 
kings; the principle of law was the op- 
pression of the weak, and the unbridled 
license and rapacity of the strong. What 
was it, then, that first touched the real 
spring of action in the soul of man? It 
was mind, intellect, thought, honest in- 
quiry after truth of nature and nature’s 
God, which lighted the beacon fires of 
progress, and like the storm-swept light- 
house on the dark and reefy coast, flashed 
its burning rays far out across the dreary 
waste of tradition and superstition. 


It has been tersely stated by an eminent 
historian that the three fundamental errors 
of olden times, which delayed the progress 
of man, were the errors which made the 
people in politics too confiding; in science 
too credulous; in religion too intolerant. 
No clearer truth was ever uttered. Through 
all the ages, along whichever line mind has 
advanced in pursuit of truth, it has en- 
countered these three opposing forces; 
always hostile to any survey across the 
borders of their inherited opinions. When 
Doctor Harvey in the sixteenth century, 
announced the startling proposition that 
the blood was not stagnant in the body, 
but leaped with every stroke of the heart 
through the arteries and veins, he was de- 
nounced as unsafe and visionary; his 
friends forsook him in favor of those who 
were too ignorant to discover a_ great 
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truth, and too bigoted to accept it when 
it was tendered, but the blood still circu- 
lates ‘and the school boy knows it, for 


knowledge is superior to tradition and 
truth triumphs over prejudice. 


Nor is the conflict yet closed; new 
champions arise in every age, who seize 
the colors as they fall from the hands of 
their predecessors. Jenner, Huxley, Pas- 
teur, Koch and hundreds of other more 
modern scientists are still advancing the 
lines until they have practically arrested 
the progress of every known disease, save 
that of cancer which, although it has been 
attacked from every known angle, still 
remains an unconquered foe. 


Whether all this be true or not, the fact 
remains that only the acquisition of knowl- 
edge and truth can correct the errors of 
tradition and subdue the arrogance of 
superstition. In this, medicine is doing its 
great work for the progress of man; it 
accepts no departure from the laws of 
cause and effect; it deals with all of the 
elements of nature, organic and in-organic; 
with all of the manifestations of life, and 
all of the processes of death; and it finds 
that nature, in every minutiae is obedient 
to law, and that law is uniform and in- 
flexible. Medicine is the only agency, in 
the acquisition and diffusion of truth, that 
is universal in its operation. Other pow- 
erful agencies—agriculture, commerce, 
mechanics, arts, law, literature, theology, 
and physical science—are moving abreast, 
but all are more or less limited to a 
definite channel. Medicine alone creeps 
out through every avenue and touches 
with its materialistic views every man, 
woman and child in the civilized world. 


For more than two thousand years it 
has been silently chiseling the foundation 
for man’s ultimate civilization, when every 
human mind shall recognize the supremacy 
of law in all the Universe of God; when 
science shall rest its foundation upon the 
everlasting truths of natural law; when 
creeds, doctrines and rituals shall dissolve 
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in the light of reason; when dogma and 
religion, stript of all disguise and mys- 
tery, shall live for ever in the bright sim- 
plicity of man’s final faith—“Duty to God 
and Duty to Man.” 





HEMORRHAGE OF THE NEWLY 
BORN* 


REPORT OF CASE OF HEMORRHAGE FROM THE ADRENAL 
IN THE NEWLY BORN. 
MAUD LOEBER, M. D., 


AND 
E. H. LAWSON, M. D. 
NEW ORLEANS. 


In reviewing the literature, hemorrhage 
of the newly born is still accounted among 
the rare diseases of the newly born. 


The causative factor of hemorrhage of 
the newly born is still a mooted subject. 
Trauma-sepsis-mechanical pressure, versus 
blood vessel resistance, blood dyscrasia, 
peculiarity in the tissue of the new born, 
blood vessels demonstrating some physio- 
logical incompleteness of the new born 
baby, as well as toxins, especially in the 
case of babies born of eclamptic mothers, 
syphilis, as well as still born for any cause, 
and cranial stress, are all given serious 
consideration by various authors. Natur- 
ally so many and varied conditions may 
be looked upon as contributory factors, but 
which one should be given predominance 
over the other it is difficult to decide. 
Where so many contest for first place, to 
none is given predominance. 


PATHOLOGY. 

Visceral hemorrhages are the most fre- 
quent in large children following difficult 
labors, however, they may occur in small 
children where the labor has been easy and 
normal. In both instances, but more so in 
the latter, their occurrence is due to the 
feeble resistance of the blood vessels. In 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21-23, 1925. 
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vertex deliveries, intracranial hemorr- 
hages are the most frequent, while in 
breach deliveries it was formerly thought 
by many that the other visceral hemorr- 


a 
)\\ 2 
Ly 


Lesser 
‘ancreas 


Confer of 


Advenal 


Periloneaf y 
Cavily / 


Fig. 1—Diagrammatic sketch of longitudinal section 
showing extent of hemorrhage. Note extension of blood 
between layers of peritoneum following lines of least 
resistance, the foetal folds separated, and clot lies within 
greater omentum. 


hages predominate; however, recent work, 
especially that of Holland, shows statistics 
to the contrary. Because the viscera of the 
thorax are protected more than the 
abdomen, the abdominal viscera suffer 
most. 


The hemorrhage may be into the peri- 
toneal cavity or into the tissue lying re- 
troperitoneal. In the first instance it is 
usually due to the rupture of a large blood 
vessel; or the rupture of a blood tumor 
formed beneath the peritoneal covering of 
an abdominal organ. 


HEMORRHAGE OF THE NEWLY BORN. 

In the second instance the hemorrhage 
is due to the rupture of the non-resistant 
wall of the small capillaries. Here the 
hemorrhage is more apt to be a slow ooze 
beneath the peritoneum, than a sudden 
loss of a large amount of blood. Under 
this tvpe of visceral hemorrhage, the most 
frequent organ affected is the adrenal, 
possible becaus of its close relation to 
the vena cava. making congestion easy, 
and because of the peculiar arrangement 
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of its capillaries. The place of election 
is usually in the internal cortical zone of 
the adrenal because of its vascularity, and 
the anatomic arrangement of the capil- 
laries. 


With a rupture of the capsule of the 
adrenal the blood usually collects in the 
loose retroperitoneal tissue surrounding 
the kidney, thus forming a tumor mass, 
which when of sufficient size, may be pal- 
pated. If the hemorrhage is large enough, 
and continues to increase, this tumor rup- 
tures into the peritoneal cavity thereby 
giving the first clinical signs of hemorr- 
hage. 


Of all the visceral hemorrhages, those 
of the intracranial type are the most 
obscure. Rarely are they diagnosed. 


Symptoms of hemorrhage of the newly 
born are: sudden onset, usually in the 
first days of life, with bleeding from any 
of the mucous surfaces. With hemorrhage 
from the internal organ the symptoms are 
more obscure with onset later, maybe the 
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Fig. 2—Diagrammatic sketch of ruptured adrenal and 
unruptured kidney, showing the distended cortex of the 
adrenal (C), the place of the rupture (D), the dissemina- 
tion of the blood (B), beneath the peritoneum (A), into 
the fatty capsule of the kidney (E), (H) represents the 
cortex of the kidney, (G) the medulla and (F) papilla of 
kidney 
4th or 5th, day, and sometimes as late as 
the 12th, day, and the symptoms are those 
of internal hemorrhage; or those due to 
pressure on surrounding or underlying 
organs—i. e., pressure symptoms of these 
organs. Rapid, shallow breathing, increas- 
ing anemia, fever, anorexia, refusal of food, 


and vomiting. There may or may not be a 
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palpable tumor felt in the abdomen, de- 
pending on the amount and duration of the 
hemorrhage. In internal hemorrhage, 
especially of the adrenals the symptoms 
are usually obscure, and the course of the 
disease so rapid that death ensues before 


the proper diagnosis can be made. 


Prognosis is usually grave, especially 
is this so in the case of hemorrhage Of the 
adrenal. We found reference of only one 
case which cited a successful outcome of 
adrenal hemorrhage, and in this case the 
symptoms were those referable to intes- 
tinal obstruction primarily, and not to the 
hemorrhage. 


REPORT OF CASE. 

A well developed male infant. Child 
well nourished, of healthy parents, multi 
para, 3d, pregnancy, breech presentation, 
normal breech delivery, delivered at Touro 
Infirmary. Birth weight 10 and % lbs. 


Breast fed up to the 4th day when the 
mother noticed that the baby did not take 
breast feeding well at morning nursing. 
Nurse’s attention directed to pallor of 
baby at second morning feeding and doc- 
tor summoned. The baby seemed in a state 
of marked depression, the eyes sunken, and 
the child somewhat listless. The baby had 
been losing weight, though lactose solu- 
tions had been given to supplement breast 
milk. 


Physical examination showed a well de- 
veloped and well nourished male infant, 
head, mouth and neck negative, slightly 
overlapping sutures and fontanel depressed. 
Heart and lungs normal. Cord showed no 
infection, abdomen soft and no palpable 
masses with exception of the liver which 
showed normal enlargement for new born 
infant. Stools were normal in frequency, 
odor and color. Urine showed no blood 
stains on diaper. A reauest for a blood 
examination was made at the time the 
physician made the examination. In three 
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hours from this examination the baby had 
died. Mother’s blood Wasserman, negative. 


DIFFERENTIAL DIAGNOSIS. 
Sepsis—fever. Acute inanition, baby 
losing weight. Weight lst day 104 lbs, 
loss of ¥% lb. 2nd, day 9.6 oz, 3d, day, 8.13 
oz, and fever 103°. 


AUTOPSY. 

When this case was autopsied and the 
abdominal cavity opened, it was found 
free of fluid and hemorrhage. The atten- 
tion was immediately drawn to the size and 
color of the omentum, which measured 10 
cm. in length 20 cm. in width, and 3 to 4 cm. 
in thickness. It was dark red in color due 
to the hemorrhage between its layers of 
peritoneum. Investigation showed this 
hemorrhage to arise from a large tumor 
mass measuring 7 cm in length, 5 cm in 
width, and 3 cm in thickness, located in 
the region of the left kidney, and lying re- 
troperitoneally. This mass was removed 
intact, and after fixation in 10% formalin, 
sectioned. It was found to consist of the 
kidney, adrenal and surrounding fatty cap- 
sule of the kidney. The kidney itself showed 
no pathology, but the adrenal was en- 
larged to three times its normal size, the 
cortex being thinned out and distended by 
the large amount of hemorrhage into the 
medulla. At the superior-lateral border of 
the adrenal the hemorrhage ruptured 
through the cortex and capsule of the 
adrenal, and following the lines of least 
resistance had passed between the peri- 
toneum forming the posterior lining of the 
lesser sac, and that forming the outer 
layer of the greater omentum, thus caus- 
ing this structure to be enlarged. 

The other organs of the abdomen were 
found to be normal, showing no evidence 
of hemorrhage. 


CONCLUSIONS. 

Suprarenal hemorrhage in the newly 
born is at present a rare condition in new 
born infants. In case of death in the 
newly born from any cause, a. routine 
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autopsy should be made on all infants, and 
hemorrhage of the internal organs searched 
for, for ascertaining the frequency of this 
condition. The present method of diagnosis 
of suprarenal hemorrhage is difficult, and 
should be born in mind in all cases of 
shock in the newly born, particularly when 
occurring on or after the 3d day. 


We wish to extend our thanks to Dr. T. 


B. Sellers for the privilege of seeing this 
case. 
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DISCUSSION. 


Dr. Thos. B. Sellers, (New Orleans): This 
case was a perfectly normal, frank, breech de- 
livery. She was ‘in labor four and one-half 
hours, under synergistic analgesia. The baby ap- 
parently was in good condition when delivered. 
It cried immediately. 


It is difficult to explain why a baby following 
a simple breech delivery should have a supra- 
renal hemorrhage. 


As Dr. Loeber stated this case emphasizes the 
importance of a routine autopsy when it can be 
obtained. 


Dr. W. E. Levy (New Orleans): What I might 
say is perhaps irrelevant to hemorrhage from the 
adrenal. We do see numerous visceral hemorr- 
hages of the new born. In our obstetric service 
at Touro we try to get a post mortem on all 
still-born babies or babies dying shortly after 
birth. We want to know our errors as well as 
our successes. It is a poor man who reports his 
cures and never reports his failures. 
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We have had three deaths in breech deliver es 


from intra-cranial hemorrhage. Doctor Eard ey 


Holland reported 300 consecutive post morteins 
on newly born performed in England, and of 
them 16 were uncomplicated breech births where 
the infants died and intra-cranial hemorrhaze 
was found. How is it done? The after occiput 
coming head impinges under the symphysis and 
the chin along the coccyx; we get a lateral bulg- 
ing tear of the tentorium cerebelli, hemorrhage 
and death. After these cases we had arrived at 
the conclusion that speed is not an essential fac- 
tor in delivery of the after coming head. Fur- 
thermore, we should give the patients all the 
room possible by a deep episstomy. It is inter- 
esting to me to see a man deliver a case, either 
forceps or breech, and particularly a primipara, 
in which he has injudiciously used pituitrin. The 
baby is born, the heart beats for 30 minutes, 
and then this man gives it artificial respiration 
for that time; the baby does not breathe, and 
he puts it down as a death due to asphyxia. But 


it is not. It is intra-cranial hemorrhage that 
has caused the death. 


Another interesting feature in this report of 
Doctor Holland’s is the petechial hemorrhage 
that we see within the viscera. In the majority 
of these cases he has shown a concurrent intra- 
cranial hemorrhage. You can also picture a pre- 
mature placenta cutting off the air supply and 
producing these hemorrhagic manifestations. 


Potter in his text book on Version stresses 
the fact that speed is not an essential factor in 
delivering by breech extraction. If we follow 
this dictum, we shall surely have fewer visceral 
and intra-cranial hemorrhages. 


Dr. Maud Loeber (closing): I wish to thank 
Doctor Sellers and Doctor Levy for their dis- 
cussions and to thank Doctor Levy for bringing 
out the point of asphyxiation, which is a very 
important point in differentia! diagnosis, which 
I did no* bring out. I will also say that in look- 
ing up the cause of internal hemorrhages of 
the new born, trauma was considered to a great 
extent; but many cases have been reported in 
which the delivery was easy and the hemorrhage 
was due to some other condition. It might be 
due to the developmental condition of the blood 
vessels themselves, for these hemorrhages have 
occurred even in babies delivered by Caesarian 
section. The etiology of hemorrhage in the new 
born is still a debated question, a question which 
deserves a great deal of attention from both the 
obstetricians and the pediatricians. 
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THYMUS ENLARGEMENT IN 
INFANTS AND CHILDREN.* 





HARVEY F. GARRISON, M.D., 


JACKSON, MIss. 


Thymic enlargement or Status Lympha- 
ticus is being studied and discussed by the 
pediatricians and radiologists as never 
before in the history of medicine. That the 
disease is more prevalent than is generally 
thought is evidenced by statistics from 
most reliable sources. One authority states 
that X-ray examination in a series of nor- 
mal newly born infants, showed 22% with 
enlarged Thymus. 


Dr. Benjamin and Lange reporting on 
the X-ray examination of a-series of 225 
cases not suspected as having enlarged 
Thymus, but were ill otherwise, found 19 
with enlarged Thymus. Drs. Peterson and 
Miller in a detailed study of 120 new born 
infants who were born in the maternity 
division of the University of Michigan Hos- 
pital makes the following very striking 
statement about the prevalence of the dis- 
ease: “Abnormally enlarged Thymus is 
common in the new-born occurring in from 
40 to 50% of such infants.” Another state- 
ment made by the same writer, of consider- 
able interest, is that, “A tendency to a 
higher rate of Thymic Hyperplasia is noted 
in infants born of elderly mothers and mul- 
tiparas in male infants and in infants born 
at term.” 


From a study of the statistics of a num- 
ber of our large hospitals we are convinced 
that many infants are being permitted to 
die undiagnosed and untreated from en- 
larged thymus. When we know that the 
diagnosis of abnormally enlarged thymus 
is being overlooked in many of our larger 
hospitals where they have the best equip- 
ment as well as some of the best physicians 
to be found anywhere then we are not sur- 
prised to find that many cases are being 
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overlooked by some of the best physicians 
of our state. 


The purpose of this paper therefore is 
to bring this subject to the attention of the 
medical profession of our state with the 


hope that the methods of diagnosis and 
treatment may be more familiar to all of 
us and to the end that the lives of many 
of these little ones may be saved. For the 
purpose of getting this subject more clearly 
before us, permit me to review with you 
briefly the anatomy of the thymus gland. 


The thymus gland, as you know, consists 
of two lobes faintly red in color. They are 
more or less pointed at the upper part, 
rounded off toward the lower and bound 
together by loose connective tissue. The 
organ is situated in the superior medias- 
tinum and the greater portion of the gland 
lies behind the manubrium and body of the 
sternum. Posteriorly in its upper two 
thirds the gland covers the pericardium and 
the beginning of the great vessels, the 
elongated upper edges covering the trachea. 
The average width of the gland is from 2 
to 3 cm. and at times the longitudinal 
diaméter may reach 11% cm. The average 
normal weight may be placed at 6 to 7 gm. 
and any weight over 10 or 12 gm. may be 
considered abnormal. 


The physiology of the thymus is indeed 
very obscure, little being known about its 
function. Its closeness to the thyroid and 
parathyroid glands and its similarity of 
origin would almost suggest that it played 
some specific part in metabolism but physi- 
ologic experiments up to the present time, 
have failed to discover exactly the char- 
acter of this influence. Numerous observ- 
ers have noted that in thymectomized 
animals there exists a stage of increased 
fat absorption and later, malnutrition and 
cachexia, also a softening of the bones and 
a check in their growth, a condition re- 
sembling rickets and chondrodystrophy in 
children. It has been well proved by a large 
series of cases, carefully studied by most 
competent observers, that the condition 
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known as status lymphaticus is an entity 
and is characterized clinically as a lowered 
vitality or an unstable equilibrium of the 
vital forces so that accidents or disturb- 
ances, otherwise unimportant, such as slight 
injury or a light anesthesia may bring on 
death. 


A satisfactory explanation of the cause 
of the disease has never been offered. It 
has been found in infants at birth and in 
children in all ages up to puberty and even 
in adults, but is most commonly seen in 
the very young. 


The thymus often weighs from five to 
ten times more than normal. The less pro- 
nounced cases ranges between 10 and 
20 grams. It is a little more vascular 
but aside from the hyperplasia shows no 
other changes other than those found in the 
normal gland. The classical symptoms are 
dyspnea, cyanosis, and inspiratory stridor 
or almost the same symptoms seen in laryn- 
gismus stridulus, but if we should depend 
only upon these symptoms many cases 
would go undiagnosed. The chief complaint 
is attacks of coughing and choking which 
comes on by paroxysms. The mother often 
explains that the child does not show the 
usual signs of a cold, but while apparently 
well, begins during the night, to cough. 
This is repeated for several nights then 
disappears only to return in a similar man- 
ner in a very short time. On close ques- 
tioning you maybe told by the mother that 
there is some cyanosis and a tendency to 
choke and to be croupy which appears in 
paroxysms. Lange, who has been one of 
the leaders on this subject among the roent- 
genologist for some time, says he sees at 
least three new cases every week and often 
three new cases in one day, he also says he 
would recommend X-ray examination for 
any of the following symptoms: inability to 
cry loudly, crowing respirations when cry- 
ing, noisy respirations or wheezing, noisy 
respirations during sleep, difficulty in nurs- 
ing, twitching, fretfulness, and other ner- 
vous symptoms, vomiting or regurgitation, 
feeble respiration, grunting as though the 
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child wants to make a stool, slow or re- 
tarded development, failure of child to gain 
weight in spite of dietary measures, inani- 
tion, obesity, cough and hiccough. I rely 
on a combination of signs and symptoms 
rather than just one or two. The clinical 
picture is worth much in arriving at a 
diagnosis. The X-ray will usually prove 
or disprove the diagnosis. The diagnosis 
is not always easy even to an experienced 
pediatrician. One of the leading pediatri- 
cians of this country, in his recent book on 
pediatrics says that the clinical picture with 
later proved thymic death had occurred un- 
der his own observation several times. The 
same authority further says that the only 
symptom or sign of trouble.in two perfectly 
well nourished infants was a convulsion and 
both died in the seizure and that there had 
never been a previous convulsion or laryn- 
geal stridor. Autopsy in both of these 
cases showed enlarged thymus. 


Some years ago while the writer was in 
general practice he sadly recalls the death 
of several infants which occurred in his 
own practice with what he now knows to 
have been enlarged thymus but which were 
undiagnosed at that time. At that time 
very little was known about the diagnosis 
of enlarged thymus and a great deal less 
about the proper treatment. In the last 
few years I have had a number of inter- 
esting cases referred to me for diagnosis, 
and for the purpose of impressing the im- 
portance of an early diagnosis and treat- 
ment I shall show the radiographs and re- 
port on a few of these cases. Just about a 
year ago I was called to see a fairly well 
nourished two months old infant who, ac- 
cording to the mother’s statement had just 
had a “peculiar spell” which was similar to 
a number of lighter ones previously had by 
the same infant. While having one of these 
spells, which the mother described as faint- 
ing, turning blue, and loosing its breath the 
mother became very much excited and called 
several good physicians but on their arrival 
the baby had somewhat recovered and no 
diagnosis was suggested. The family physi- 
cian requested the mother to call the writer 
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to see the baby which she did and a diag- 
nosis of enlarged thymus was made with a 
request for X-ray examination and treat- 
ment. The radiograph showed the diag- 
nosis to be correct and after three treat- 
ments it completely recovered. Late in the 
afternoon of the same day that I saw the 
above case I was called by a very compe- 
tent physician to correct a feeding in a 
three months old, poorly nourished, infant 
whom he was treating for bowel upset and 
for what he thought to be asthma or 
croup but which was diagnosed by me 
as enlarged thymus and urged to have 
treatment given immediately. The mother 
insisted on waiting until the next day 
to consult with some absent relatives in 
regard to this treatment but the infant 
died that night with a _ severe attack 
of thymic asthma. These cases were just 
such as I see quite often. Within the last 
year I have had several cases referred to 
me to adjust a feeding or to advise relative 
to a difficulty the baby had in nursing, or 
to assist in the treatment of what the physi- 
cian thought to be a case of asthma, a bron- 
chitis, a tonsillitis or a laryngeal diphtheria 
but on examination I would find enlarged 
thymus. Just before I began the prepara- 
tion of this paper a fairly well nourished 
three and a half month old infant was re- 
ferred to me for diagnosis and treatment, 
who just five weeks previous to the time I 
saw it was admitted to the same hospital, 
diagnosed and treated by two good physi- 
cians for acute bronchitis. The mother told 
me that the infant was sick just the same 
way and had all the same symptoms so far 
as she could tell as it did when admitted to 
the hospital before. I made a diagnosis of 
enlarged thymus which was concurred in 
by the radiologist and after three treat- 
ments the child made a complete recovery. 
It is not always easy to make a diagnosis 
of enlarged thymus, even the X-ray does 
not always show some cases that are pro- 
ducing clinical symptoms. The writer has 
had several cases which were producing 
almost classical symptoms that the X-ray 
did not show at all, but which responded 


promptly to treatment. It may be said 
also that many cases of enlarged thymus 
shown by X-ray examination of the new 
born are not producing symptoms at the 
time of diagnosis and yet it is taking a 
rather dangerous risk to permit such in- 
fants going without treatment. Many 
deaths in such cases have been proven at 
autopsy. As to whether the clinical symp- 
toms in enlarged thymus are caused by 
pressure or to an endocrine dysfunction or 
both, is not definitely settled at this time. 
The writer advises X-ray treatments and 
so instructs the radiologist in all cases pro- 
ducing clinical symptoms, even if the radio- 
graph does not show enlargement. There is 
no condition or disease which responds 
more quickly and more specifically to the 


proper treatment than that of enlarged 
thymus. 


X-ray or radium is the treatment used 
by all authorities. I prefer X-ray properly 
applied by a competent radiologist. One 
treatment is sometimes sufficient but I 
usually advise three or four. The tech- 
nique used by the radiologist to whom I 
refer my cases is as follows: 5 M.A. 6 in 
spark gap. 16 inch skin target distance. 
3 M.M. of aluminum. 7 minutes front and 
back exposure. Repeated at ten day inter- 
vals until all clinical signs have subsided 
or until at least three or four treatments 
have been given. 


CONCLUSIONS. 

Ist. Thymic enlargement is probably 
not as prevalent here as in some other 
states. This writer believes that 50, or 
even 30%, is too high, yet we do believe 
that the disease is by far more common 
than is considered at this time. 


2nd. It is probably true that many cases 
of enlarged thymuses discovered by X-ray 
never produce alarming clinical symptoms 
yet in many autopsies where there had 
never been a previous sign or symptom an 
enlarged thymus was the only pathology 
found to account for the death of the 
infant. 
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3rd. Any infant or child presenting the 
symptoms and clinical picture outlined in 
this paper should have the benefit of an 
early diagnosis and treatment. 


4th. Where the clinical picture and 
symptoms warrant a diagnosis of enlarged 
thymus I advise X-ray treatments even if 
the radiograph does not show the gland 
enlarged. 


5th. Early diagnosis with prompt and 
proper treatment by a competent radiolo- 
gist insures almost absolute and immediate 
cure, delayed diagnosis and treatment may 
mean death. 





NON-TUBERCULOUS DISEASES OF 
THE CHEST.* 
F. W. HENDERSON, M. D., 


NEW ORLEANS. 


Two considerations have actuated the 
essayist to undertake the presentation of 
the subject now under discussion, viz: The 
frequency with which the physician is 
called upon to examine the chest of his 
patients for some trouble, and the some- 
times startling revelations which have come 
to me in the routine course of my duties as 
Radiologist. 


No attempt will be made to comprehend 
the entire subject in the one paper, lest we 
remain so engaged many days. The cases 
which we wish to present as illustrative of 
non-tubercular diseases of the chest, will be, 
for the most part, cases which have come 
to me recently, with a diagnosis of ‘tuber- 
culosis already given, many of whom have 
been treated for this condition over periods 
of time ranging from one to twenty-four 
months. 


At no time is it to be considered that 
the clinician occupies a position other than 
that of paramount importance; at the same 
time it is to be emphasized that in the 
diagnosis of pulmonary disease, a properly 
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interpreted radiogram is far and away the 
most valuable diagnostic aid which we have 
at our command at the present time. The 
value of this can be greatly enhanced by 
the proper co-operation between the radi- 
ologist and the clinician. 


Of the five senses which we possess, that 
of sight is used most frequently; is perhaps 
most acute, and we must certainly depend 
upon it more than any other. The eye does 
not err to the same extent as the ear, or the 
sense of touch. It is therefore of great 
value to us when we are able to reduce 
pathology from terms of sound and touch, 
to that of sight. This becomes particularly 
apparent when we are confronted with a 
consultation. Few men hear exactly alike, 
or have the sense of percussion developed 
to the same degree. When we are able, 
however, to point out a lesion on a radio- 
gram, it is comparatively easy for a num- 
ber of consultants to receive the same 
impression of the existing pathology. 


It has been a perplexing anomaly that, 
with the lung not more than three -centi- 
meters removed from the examiner, so 
many conditions have so long gone unrecog- 
nized, until the improved means of diag- 
nosis of late years have brought them to 
light. One of our great surgeons, noted for 
his wit, once remarked that the road to 
the thoracic cavity is less than three cen- 
timeters long, but that it has taken the 
surgeon two thousand years to travel it. 


The essayest indulges the hope that he 
will live to see the day when the thoracic 
cavity will be invaded as fearlessly by the 
surgeon as the abdomen now is, and it is 
his conviction that the Roentgen ray, and 
the bronchoscope will prove the means by 
which this is accomplished. Many of the 
conditions formerly considered tuberculosis, 
with varying complications, now take their 
rightful place in the category of non-tuber- 
culous diseases, and are managed in ac- 
cordance with their true nature. 


There is no desire on the part of the 
writer that this paper be construed as a 














subsequently cured by one of his confreres 
who did a thoracotomy, and thus drained 
a previously unsuspected abscess! The 
writer does not wish to convey the impres- 
sion that his own skirts have been clear of 
this faux pas. 


In the study of any radiogram, the roent- 
genologist has to guide him only the vary- 
ing density of the shadowgraph, and the 
relation of these various shadows to each 
other. In the main, these shadows are so 


placed as to guide him with a high degree: 


of accuracy to the diagnosis. Naturally, 
however, there will be some cases in which 
the shadows have not assumed their typical 
relation to each other, and we will be con- 
fronted with a case where the friendly co- 
operation of the clinician and radiologist 
will be of inestimable value to both, with 
a resulting increased benefit to the patient. 
To the end therefore, of securing more 
nearly perfect results, the writer pleads for 
a closer relation between the physicians and 
the X-ray laboratory. 


To attempt to go into the detail of how 
the diagnosis is arrived at or to describe 
the various shadows seen in differing chest 
conditions would lead us too far afield, and 
should more properly be reserved for men 
who are particularly interested in that 
phase of work. It is rather the purpose of 
this paper to call attention to the frequency 
with which chest lesions other than tuber- 
culosis are encountered; to sound a warn- 
ing that we may set ourselves on guard for 
them; and to stimulate interest in this field. 


The improved means of diagnosis which 
we have at our command today place a 
heavy responsibility upon the shoulders of 
the radiologist. This he is willing to accept, 
and does gladly. But by the same token, an 
equal responsibility rests at the door of the 
clinician; nay, more, for to his own doctor 
does the ailing patient apply first for re- 
lief, and the opinion that an adventitious 
is the result of a tuberculous process should 
never be rendered until all the means 
available have been utilized in accurately 
diagnosing the case. Fortunately for us, 








HENDERSON—Non-Tuberculous Diseases of the Chest. 731 


paean of praise to the radiologist. We 
wish however to quote from a recent arti- 
cle by Dr. Rudolph Matas, in which he'says: 
“The roentgentologist is today, next to the 
surgeon, the foremost exponent of the 
anatomy, physiology, and pathology of the 
living organism, which so profoundly dif- 
ferentiates the practice of medicine of to- 
day from that of the past. Almost with 
every flash of his radiant tube he per- 
forms a biopsy, a painless vivisection, 
which penetrates further than any dissec- 
tion, and by what it reveals often prevents 
a necropsy.” 


The diagnosis of diseases in terms of 
pathologic changes in particular organs is 
the goal toward which the clinician bends 
his efforts. Each advance in the art of 
diagnosis is accomplished by a widening of 
our knowledge either of abnormalities of 
function, or of the structural changes in 
diseased tissue. In no branch of medicine 
has the clinical application of the Roentgen 
ray yielded more gratifying results than 
in the diseases of the chest. The positive 
differentiation of cavity, fluid, consolida- 
tion, pleural thickening, scar tissue and like 
conditions is sometimes attended with con- 
siderable difficulty at the bedside. As a 
rule these are differentiated with little or 
no difficulty on a radiogram. 


While tuberculosis is one of the most 
common individual maladies affecting the 
chest, the combined incidence of the non- 
tuberculous will probably far exceed that 
of the tuberculous. Not all rales are indi- 
cative of tuberculosis; cough, with consid- 
erable sputum does not necessarily indicate 
phthisical chest, and a patient who is 
having night sweats, with cough, expecto- 
ration, emaciation, fever, and the other 
clinical manifestations commonly consid- 
ered pathognomonic of tuberculosis, may 
indeed be a sufferer with pulmonary ab- 
scess, syphilis of the lung, blastomycosis, 
primary or metastatic malignancy of the 
lung, chronic indurative pneumonia, or 
what-not. Lucky indeed is the man who 
has not had one of his “Tuberculosis” cases 
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and for the patient, the day has passed 
when prospects were blasted, and the 
initial start in life doomed to an early 
death by the fact that the findings of rales 
in a chest sent the patient post haste “some- 
where out west.” 


This paper is not written to be presented 
before a group of radiologists, but before 
clinicians who make no _ special claim 
to skill in this field, and _ therefore 
in presenting the lantern slides this 
afternoon, we have purposely refrained 
from exhibiting bizarre or doubtful cases, 
it being our desire to bring to your notice 
common conditions which arise in the 
course of every day practice. It will be 
worth while to call your attention again to 
the statement made above that nearly 
every case shown had had, at some time, 
the diagnosis of tuberculosis registered 
against it, and that one of the patients had 
been in bed for two years “seeking the 
cure.” 


There will, then, be shown the follow- 
ing: 
(1) 
(2) 
(3) 
(4) 
(5) 
(6) 
(7) 
(8) 
(9) 
(10) 


Bronchiectasis. 

Chronic indurative pneumonia. 
Primary tumors of the lung. 
Benign tumors of the lung. 
Acute mediastinitis. 
Siderosis. 

Aortic aneurism. 
Lymphosarcoma. 

Tracheo bronchial fistula. 
Sub-diaphragmatic abscess, 
rupture into Inng. 
Foreign body in 
lated. 

Unresolved pneumonia. 
Abscess of the lung. 

Syphilis of the lung. 

Metastatic tumors of the lung. 
Pleural effusion. 
Blastomycosis. 

Hodgkins disease. 

Eventration of the diaphragm. 
Cardiac enlargement. 
Pneumothorax. 


with 


(11) lung, encapsu- 
(12) 
(13) 
(14) 
(15) 
(16) 
(17) 
(18) 
(19) 
(20) 
(21) 
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Atlectasis. 

Aneurism of pulmonary artery. 
Echinococcus cyst of the lung. 
Diaphragmatic adhesions. 
Thickening of pleura, with de- 
formity of chest wall. 


DISCUSSION. 

Dr. H. Y. Swayze (Kerrville, Texas): The 
doctor has shown a wonderful lot of pictures 
and .it will do us all good to have seen them. 
He has taught us a lesson—that there are other 
troubles in the lungs besides tuberculosis. We 
know there are many mistakes in diagnosis made 
by calling the condition tuberculosis when that 
is not what the patient has at all. I remember 
about 1923 a woman in the fifties came to our 
place. She had been six months in a tubercu- 
losis sanatorium. She developed a pleural effu- 
sion and was sent to a general hospital to have 
this drained, which they did, and she finally 
came to us. It was impossible to make a diag- 
nosis of tuberculosis and we made a diagnosis 
of malignancy. Of course she went on to death. 
We were lucky enough to get an autopsy and 
found a lung about as large as a quarter of 
an apple, and the pleural cavity filled with fluid. 
The laboratory confirmed our diagnosis. 


(22) 
(23) 
(24) 
(25) 
(26) 


Many a patient suffering from syphilis is diag- 
nosed as tuberculosis, and in the West you will 
find a lot of these syphilitic patients who think 
they have tuberculosis. They get out there and 
fall into the hands of the Philistines; that is the 
laity. There are more of this kind of people in 
the West who know how to treat and diagnose 
tuberculosis than anywhere in the world. 


The X-ray is certainly a valuable aid in the 
diagnosis of anything, but especially in chest 
work; but the X-ray will. not do everything. It 
will not diagnose tuberculosis, but it will help. 
In the incipient cases, of course, diagnosis means 
that you have had to hunt for the cause, but 
there is one good thing about it—you have time 
and sometimes it takes weeks and maybe months 
to make a diagnosis of tuberculosis. But after 
you have made your diagnosis correctly, if the 
patient has not tuberculosis, you can tell him so 
and let him go home. There is nothing worse 
than to tell a patient that he has tuberculosis 
when he does not and it is much better to make 
a long examination than to take a chance on it. 
This proposition works both ways. Many a 
patient has been ruined because a diagnosis has 
been made other than tuberculosis when it 
should have been tuberculosis. 


Dr. W. F. Henderson (New Orleans) (closing): 
In a gathering of this kind it ought not to- be 
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necessary to mention that a patient’s clothing 
should be removed before a chest examination. It 
is none the less, surprising to realize that a large 
number of physicians condemn patients to tuber- 
culosis without having bared their chests. 

When a diagnosis of tuberculosis is given, the 
patient’s family has a serious burden to carry, 
their ability to get life insurance is limited, and 
the patient himself can rarely, if ever, get more 
insurance. 

The cases exhibited today illustrate how com- 
monly non-tuberculous conditions are mistaken 
for tuberculosis, and one of the surest methods 
of checking yourself on clinical findings is by 
their correlations with Roentgen findings. 

Even though a condition is frankly tubercu- 
lous, a very wise procedure is to radiograph 
the chest as a means of checking up at a subse- 
quent time, upon the advance or regression. 
Radiograms taken at intervals of six months fur- 
nish a most excellent means of visualizing pro- 
gress. 





THE USE OF PITUITRIN IN 


; OBSTETRICS.* 


E. H. LINFIELD, M. D., 


GULFPORT, MIss. 


Compte, in 1899, first showed that the 
hypophysis cerebri hypertrophied during 
pregnancy, a fact confirmed by Kahn in 
1910. The chromophile cells are not af- 
fected, chromophobes are increased, and 
sometimes the anterior lobe may become 
so large that it presses upon the optic 
chiasma, causing hemianopsia. 


Pituitary extract, pitu-glandol, hypo- 
physin, glanduitrin, pituitrin are all names 
for the solution of the active principle of 
the posterior lobe of the hypophysis cerebri 
which, when administered by hypodermic, 
will cause uterine contractions. The action 
of this glandular secretion upon the uterus 
was discovered by Dale in 1907. W. B. Bell, 
in 1909, first used it in labor, but it be- 
came better known as an oxytoxic when 
Hofbauer recommended it. The drug seems 
to affect all unstriped muscular fibre, the 
blood vessels, intestines and bladder, as 
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well as the uterus, but it contracts the latter 
most markedly. Pituitrin will not produce 
abortion, and only in very large doses, 
will it bring on labor at term. It does not 
stimulate the lacteal secretion and has only 
slight action on the bladder. 


Pituitary preparations are among the 
most powerful ecbolics known, especially 
when administered intravenously. They 
are, however, not without danger. Cases 
of rupture of the uterus, uterine tetanus, 
severe lacerations of the cervix and peri- 
neum, and collapse have been attributed 
to their use. 


Pituitrin may be administered subcu- 
taneously, intramuscularly, or intra-ven- 
ously. It is entirely inefficacious if taken 
by mouth. The effect differs greatly with 
the mode of administration. Subcutaneous 
and intra-muscular injections are imme- 
diately followed by strong contractions. The 
effect is, however, of short duration. It may 
be stormy, simulating the tetanic type of 
contractions. Later the labor becomes 
more regular and vigorus, approaching the 
physiologic type. The initial stormy stage 
may be absent and the effect of the drug 
may be limited to an intensifying of the 
normal uterine activity. The duration. of 
the effect following intravenous injection is 
about forty minutes, while that following 
subcutaneous administration about an hour. 
Individual differences exist. 


General reactions, such as transitory 
dizziness, anxiety and vomiting may follow 
the intravenous administration of pitui- 
trin due probably to the vaso-contraction 
and sudden increase of blood pressure. 
Permanent or severe secondary effects 
have not been observed. The substance ap- 
pears to be rapidly eliminated and some 
authorities state that it can be given at 
hourly intervals without danger. Hypo- 
physeal extract should be administered 


only when the labor contractions are less 
active than normal and the dose should be 
graduated according to the stage of par- 
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turition and to the condition arising that 
is desired to be met by the action of the 
drug. 


Only in especially selected cases should 
pituitrin be administered before the end 
of the first stage, or until complete dilata- 
tion of the cervix. In the average case of 
simple uterine inertia at the end of the 
first stage or during the second stage 
where there is no gross pathology causing 
the inertia, two to four minims of pitui- 
trin given under the skin will cause suf- 
ficient contractions to terminate labor 
readily. As a rule, pituitary extract in the 
first stage of labor is very dangerous. 
There are indications for its use in this 
stage. It is a great help in differentiating 
false from true labor pains. A few minims 
of the drug will augment true labor pains 
so that there is no further doubt about the 
status of the uterine irritability. In cases 
of premature rupture of the membranes 
during the latter months of pregnancy, or 
at term, small doses of pituitrin will in- 
fluence the uterus in the same way as after 
bagging. Many cases of intra partum infec- 
tion due to long exposure have undoubtedly 
been prevented in this way. In cases of 
marginal or partial placenta praevia with 
incomplete dilatation of the cervical os and 
rupture of the membranes, a small dose of 
the extract in some cases may be sufficient 
to force the presenting part down into the 
pelvis and against the placenta. The head 
then acts as a sufficient tampon. Mosher’s 
very timely dictum is, “To a mother who 
has had the test of labor with an inability 
to deliver a head already on the perineum, 
it is a boon. To a primipara in the first 
stage of labor, it is a menace.” 


In using pituitary extract in either the 
first or second stage of labor, it has some- 
times been found necessary, because of an 
abnormal fetal heart, to complete a de- 
livery with forceps. Frequently the infant 
is in a state of livid pallid asphxia. Oc- 


casionally, it is still born and sometimes 
it does not show symptoms until later life. 
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The pituitrin circulating in the maternal 
blood causes rapid recurrent and more 
forceful uterine contractions, shutting off 
the placental circulation and also directly 
compressing the foetus. Many authors have 
called attention to the late effects of pitui- 
trin upon infants. At autopsy, in many cases 
meningeal and cerebral hemorrhages have 
been found, which in the living child led 
to paralysis, epilepsy, and idiocy. 


Steinberg made a series of observations 
on sixty cases, consisting of twenty-one 
cases of primiparae, and thirty-nine cases 
of multiparae. Pituitrin was administered 
into the muscle of the arm in doses varying 
from 0.25 to 1 c.c. during the first and 
second stages of labor, and following the 
delivery of the placenta. The drug took ef- 
fect in from three to five minutes. The 
length of each contraction varied from 
thirty to ninety seconds and the intervals: 
between contractions varied from forty 
seconds to two minutes. In cases of pri- 
miparae, the contractions were stronger 
and of shorter duration than in the cases 
of multiparae. The pains were, in general, 
more severe than normally. Only one of 
sixty patients presented perineal lacera- 
tion. Three presented unilateral lacera- 
tion of cervix. No foetal complications re- 
sulting from the drug were observed. No 
post partum hemorrhage or material com- 
plications occurred. However, if birth was 
not accomplished within from thirty to 
forty minutes after the administration of 
the puitutrin, the third stage was pro- 
longed from ten to twenty minutes. 


Alcohol should not be used to sterilize 
the syringe, needle, or skin, since it in- 
hibits the action of pituitrin. 


The persistence of pain between normal 
labor contractions indicates that the tonus 
is exaggerated. Retardation of labor, and 
intense pain, may be due to various causes, 
including generalized contractions, or hy- 
pertonia, annular contracture, and con- 
tractile insufficiency or hypotonia. 























In artificial stimulation of uterine con- 
tractions, pituitrin stimulates the uterine 
muscle fibres directly without the inter- 


mediation of the nervous system. Its 
action is to render the fibres more sus- 
ceptible to stimulation both normal and 
abnormal, and especially to the action of 
the sympathetic system. The effect is to 
increase the muscle tonus. The results vary, 
in some cases the extract increases the 
uterine contractibility satisfactorily. How- 
ever, it may fail to accelerate labor, or may 
exert an exaggerated effect, and produce 
alarmingly, violent contractions. In the 
case of women susceptible to the drug, 
rupture may occur, or contractions may en- 
sue resulting in death of the foetus. 


Pituitrin has been found of little benefit 
in the placental period and puerperium ex- 
cept to prevent excessive hemorrhage due to 
inadequate tonus. The third stage of labor is 
not shortened sufficiently to justify routine 
use and sometimes it is actually length- 
ened and manual delivery of the placenta 
has to be resorted to due to stricture of 
the internal orifice perhaps in consequence 
of the exaggerated contractions due to the 
extract. I believe a good measure is the in- 
jection of 1 ¢c.c. of pituitrin either under the 
skin or into the muscle immediately after 
delivery of the placenta followed by one 
dram of ergot by mouth every four hours 
for six doses. In this manner the rapid 
and temporary effect of the pituitrin is 
supplemented by the slower stimulation of 
the ergot. 


Pituitrin may be administered to advant- 
age preceding cesarian section in order to 
insure rapid retraction and permanent con- 
traction with consequent saving of blood. 
It may be injected directly into the uterine 
musculature avoiding blood vessels. 


The main indications for subcutaneous 
and intra muscular injection are (1) the 
primary and secondary weakness of labor 
contractions at the end of the first stage 
and during the period of expulsion, (2) 
Lateral placenta praevia following puncture 


LINFIELD—The Use of Pituitrin in Obstetrics. 





735 


of the bladder. (3) Total placenta praevia 
following combined torsion. (4) Trans- 
verse presentation following outward tor- 
sion. (5) Hydramnios following rupture 
of the bladder. (6) Prolapse of the um- 
bilical cord and repeated prolapse of small 
portions following reposition. (7) A nar- 
row pelvis for the fixation of the head in 
Walcher’s hanging position. (8) Cesarian 
section to check the hemorrhage during in- 
tervention and to prevent atonic post par- 
tum hemorrhage. (9). For late puerperal 
hemorrhages. 


Some of the contraindications are (1) 
Contracted pelvis to third or fourth de- 


gree. (2) Malposition and malpresen- 
tations. (3) Tumors blocking the pas- 
sage. (4) Danger of rupture. (5) 


Early in labor or when the cervix is 
incapable of being dilated. (6) The immi- 
nence of asphyxia of the foetus. (7) Arte- 
rio-sclerotic circulation disturbances and 
renal disease with excessively high blood 
pressure. (8) Cerebral hemorrhage in 
eclampsia. (9) Heart disease. 


Pituitrin may be used only in the pres- 
ence of a clear cut scientific indication after 
the conditions have been fully met, but it 
should be included in the obstetrician’s 
armamentarium to care for certain of the 
emergencies that will arise at times in his 
practice. 


DISCUSSION. 

Dr. Ira B. Seale (Holly Springs): I want to 
express my appreciation of this most excellent 
paper. I have very little to add. When I think 
back to the. indiscriminate use I made of this 
extremely potent dug when it first came out, in 
makes me shudder and I wonder why I did not 
have more serious results than I did. It must 
be that ‘‘The Lord preserveth the simple.” How- 
ever, on two occasions I did get in a pretty 
close place with nobody to help me out. 


I was called in once by another doctor who 
had been with the patient all night—the patient 
giving birth to her second child. He said it 
was an instrumental delivery, but he was not 
able to make it, and he told me that during the 
night he had given 2 ccs. of pituitrin. I exam- 


ined the patient and found her in pretty good 
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shape, a good pulse, but practically no contrac- 
tion of the uterus. I applied the forceps, but 
for some reason I could not deliver, and after 
making another examination decided that I 
would have to do a podalic version. I did it 
carefully and delivered the placenta by the 
Crede method, and immediately on delivery of 
that placenta the woman collapsed. I suspected 
the trouble at once and on examination my ex- 
amining fingers ran through a rent in the upper 
third of the fundus of the uterus. She died in 
about one and a half minutes. I resolved then 
and there never to use pituitrin unless I was 
wholly convinced of my diagnosis, even if I had 
to anaesthetize patient for examination. I car- 
ried that out pretty well until a few years later. 
Since I have been using nitrous oxide and oxygen 


anesthesia. It is no trouble to get a thorough 
examination. 
Case No. 2: I had delivered this woman in 


normal labor two years before, but this time 
I was with her all night until two »’clock, and 
then gave her 4 minims of pituitrin, waited un- 
til four o’clock and gave her 4 more. After 
the second dose she had a tonic contraction of 
the uterus. I immediately anesthetized her and 
called in a doctor to assist me. He came and 
we applied the forceps. I put the right blade 
in and when I went to apply the second blade 
the head receded. I made an examination and 
found the after birth and everything was in the 
abdominal cavity. Fortunately the patient was 
not bleeding much so I called in a surgeon and 
he did pro-Caesarian and the woman is alive 
and doing well today. I still use pituitrin, but I 
am very careful to know that it is indicated. 


Dr. W. M. Biggs (Indianola): I have enjoyed 
the paper very much. I think the doctor has 
given us a splendid resume of the use of pitui- 
trin, and I am glad to say I have never had 
Doctor Seale’s experience. I have used it prac- 
tically ever since it was introduced, and I would 
just as soon think of going to a case of labor 
without my obstetrical forceps as without an 
ampule of pituitrin. However, I do not believe 
in using it indiscriminately. 


Doctor Linfield spoke of using pituitrin at 
the close of the second stage of labor, and that 
is the teaching of all of our books, that after 
complete dilatation of the os, you can give pitui- 
trin. When I first began to use it I gave 1 ce. 
doses, and then I cut that in two, and now many 
times I know I can get the same effect from a 
quarter cc. I never tried to use it to bring on 
labor, but I do think that in many cases in the 
first stage of labor when the pains are just suffi- 
cient to aggravate the patient and the os is dilat- 
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ing slowly, probably the size of a fifty cent piece, 
and the woman continues to have pain but not 
making any progress. My experience has been 
in those conditions that the administration of 
1 minim of pituitrin will stimulate the pains. In 
other words, natural labor pains will come on, 
and I have found it of great benefit on numer- 
ous occasions in conditions of that kind. 


I would like to relate one experience I had in 
giving pituitrin after the birth of a child. I had 
a patient who had had post partum hemorrhages 
on two occasions before. She had a rapid pulse 
rate, but labor was progressing nicely, and after 
the child was born I thought I would give her a 
dose of pituitrin to expel the placenta and get 
contraction. I got contraction, all right, but the 
uterus contracted down on the placenta as tight 
as possible, and I had to wait an hour for the 
effect of the pituitrin to wear off and allow the 
os to relax before I could deliver the after birth. 
Since then I have not given any more pituitrin 
after the birth of the child and before I delivered 
the placenta. 


Dr. G. H. Wood (Batesville): The gentleman 
who preceded me really said practically what I 
wanted to say. However, I am reminded of 
what you have all often heard, that “There were 
wise men before Agamemnon.” We had an oc- 
casional ruptured uterus before we had pituitrin, 
and I do not believe that all the cases of rup- 
tured uteri now are due to pituitrin. I remem- 
ber hearing Professor DeLee say that pituitrin 
was one of the most purely selective drugs that 
we have. If that be true, if properly used, it is 
one of the best drugs we have, and consequently 
I am like the last speaker—I feel lost if I go to 
a case of labor unless I have pituitrin with me. 


Dr. A. C. Bryan (Meridian): I arise to speak 
of our little knowledge of pituitrin. I wonder 
why we. give pituitrin. I wonder why the 
average doctor does this? I dare say it 
it is to get him back home quicker. It is not 
the poor woman he is thinking of. The average 
doctor in Mississippi and other states gives pitui- 
trin to get him back home quicker. I used to 
give pituitrin. However, one ruptured uterus 
in the lifetime of a doctor is too many; one se- 
vere laceration in the lifetime of a doctor un- 
necessarily is too many. We should take time— 
if we did, these cases would do much better. My 
old professor of obstetrics used to tell us to 
leave the forceps at home and get 20 miles away. 
I believe if we would leave our pituitrin at home 
and get 20 miles away we would probably do just 
as well. In case of inertia why not give them 
morphine and let them rest, and afterwards the 
pain will be normally stimulated and there will 
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This of course if there is 
no obstruction. If there is obstruction, then 
why not give them ether, do a forceps delivery 
or a Caesarian section? You say wait until there 
is complete dilatation—why do that and then 
give the pituitrin when there is complete dilata- 
tion? The only time I use pituitrin, now, is 
after the placenta is delivered and then only if 
there is a tendency to too much bleeding. 


be normal delivery. 


Dr. E. H. Linfield (closing): In the last para- 
graph of my paper I recommend that every 
obstetrician carry an ampule of pituitrin with 
him, but I did not recommend that he use it in 
every case of obstetrics he is called to attend, 
there being many cases that go through and de- 
liver normally without the use of pituitrin, so do 
not misunderstand me. But in those cases where 
there is a clear cut, concise indication for pitui- 
trin, then is the time to use it, but it should be 
ruled out if there are contra-indications. 


This paper was largely an appeal to the doc- 
tors of the State not to use pituitrin indiscrim- 
inately. As Doctor Bryan said, a great many of 
them use it so they can get back home in a hurry. 
I believe he is right, and this paper was largely 
for the purpose of appealing to the doctors to 
quit the indiscriminate use of pituitrin and use 
it where it is indicated. By using it in that 
way you will do much better obstetrics and your 
reputation will grow accordingly. 





PRACTICAL POINTS IN THE DIAG- 
NOSIS OF GOITER* 


WILLIAM C. CHANEY, M. D., 
Sanders-Warr Clinic. 


MEMPHIs, TENN. 


I consider it a very great honor to be 
invited to attend a meeting of your Med- 
ical Society and to be given a place on your 
program. 


The purpose of this paper is to present 
the most practical points in the diagnosis 
of goiter, emphasizing at the same time the 
great importance of differentiating be- 
tween the various types. 


In fairness to you it should be stated 
that the material in this paper is taken 


“Read before the North Mississippi Six Coun- 
ties Medical Society, Jackson, Miss., November 
18, 1925. 





CHANEY—Practical Points in the Diagnosis of Goiter. 





737 


from the writer's experience and not 
gleaned from the medical literature on the 
subject. In the past six years the writer 
has examined thoroughly, considerably 
over three thousand patients suffering 
with goiters of various kinds. Of all those 
studied probably the majority were of the 
exophthalmic type. 


The thyroid gland, one of the most im- 
portant glands of internal secretion and 
the one about which we know the most, 
has as its principal and perhaps only 
function the elaboration and secretion of 
its product thyroxin (C, H,,9, NI,). 


Some idea of the importance of the thy- 
roid gland may be gained by considering 
the amount of blood which passes through 
it. While it weighs but 45 grams, all of 
the blood of the body can pass through it 
in one hour. It has twenty-eight times the 
circulation of the head, thirty-four times 
the circulation of the brain, and five and 
one-half times the circulation of the kid- 
neys. In spite of the very great blood sup- 
ply of the thyroid gland the amount of its 
internal secretion poured into the blood 
stream per day is surprisingly small, being 
about 1.6 mg. For an individual to be 
normal about 12 to 14 mg. must be present 
at all times in the body, exclusive of 
the thyroid. 


Two abnormal conditions of the thyroid 
gland may exist: an overactivity or hyper- 
thyroidism, and an underactivity or hypo- 
thyroidism. Simple hyperthyroidism is ex- 
emplified by the giving of thyroxin and is 
seen in adenomatous goiter with hyperthy- 
roidism. Exophthalmic goiter seems to be 
more than a simple hyperthyroidism. It is 
a hyperthyroidism plus a dysthyroidism. 


Plummer’s classification of the types of 
goiter seems the most logical and is the 
one most generally accepted. 


1. Diffuse colloid goiter. 


2. Adenomatous goiter without hyper- 
thyroidism. 
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8. Adenomatous goiter with hyperthy- 
roidism. 


> 


Exophthalmic goiter. 

Myxedema. 

Cretinism. 

Myxedema of childhood. 
Thyroiditis. 

Malignant diseases of the thyroid. 


SOW m 


In this discussion the various neuroses 
should be considered because they are so 
frequently incorrectly diagnosed as some 
type of goiter. 


If it can be proven that the patient is 
in a state of hyperthyroidism it is certain 
that the goiter is either of the exophthalmic 
type or else it is a toxic adenomatous 
goiter. If hyperthyroidism does not exist 
then the patient either has a colloid goiter 
or multiple adenomata without hyperthy- 
roidism. 

There are about seven reasons why it is 
necessary to determine the type of goiter: 


1. Colloid goiter can be cured by med- 
ical treatment. 


2. Lugol’s solution is very valuable in 
exophthalmic goiter, but probably harm- 
ful in a non-toxic adenoma. 


3. The medical management of exoph- 
thalmic goiter is probably more important 
than the work done by the surgeon, but in 
the other types preliminary medical treat- 
ment is usually unnecessary. 


4. Colloid goiters are frequently oper- 
ated upon because they are incorrectly diag- 
nosed. 


5. In an adenomatous goiter the sur- 
geon removes only the adenomata while in 
exophthalmic goiter a large part of the 
gland must be resected. 


6. The failure to recognize toxic goiters 


is frequently responsible for deaths in 
patients operated upon for other con- 
ditions. 
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7. The operative risk is greater in ade- 
nomatous goiter with hyperthyroidism 
than in exophthalmic goiter but the chance 
of permanent cure is better. 


In determining the presence of hyper- 
thyroidism there are but three character- 
istics that deserve special emphasis in the 
clinical history—first, has the patient 
noticed an increase in appetite; second, 
has there been a lack of tolerance for heat 
for a period of weeks or months; third, 
has there been a loss in weight in spite of 
an increase in appetite? There are only 
two disease conditions in which a loss of 
weight is associated with a definite in- 
crease in the appetite and these are hyper- 
thyroidism and diabetes mellitus. These 
are, then, the essential features to be 
brought out in a goiter history, but there 
are many other points of less importance 
that should be investigated. 


In the routine examination of patients 
the physician usually looks for a few signs 
or symptoms that serve as a lead to fur- 
ther investigation. When a patient with 
a toxic goiter enters the physician’s office 
there are several features that should sug- 
gest an investigation as to the presence of 
hyperthyroidism. The patient usually ap- 
pears to be stimulated and seems unduly 
excited. He looks warm as if he had been 
engaged in violent exercise. There may or 
may not be a noticeable enlargement of his 
neck. In some patients, however, in whom 
a condition of very mild hyperthyroidism 
has existed over a long period of time the 
first impression is that of a cardiac de- 
compensation. 


The physical examination of _ these 
patients should of course be very thorough, 
but there are six outstanding features that 
should be investigated. 


1. The size and shape of the thyroid 
gland. 


2. The presence or absence of bruits 
and thrills. 
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3. Whether there is weakness in the 


quadriceps muscles. This point is de- 
termined by having the patient step upon 
the step of an examining table or upon a 
low chair. 


4. The pulse pressure and the pulse 
rate. Pulse pressure is, of course, the dif- 
ference between the systolic and the dias- 
tolic blood pressure. If the pulse pressure 
is determined on several occasions and each 
time it is found to be increased, we have 
a strong argument in favor of hyperthy- 
roidism. There are only two conditions 
which produce a relative high pulse pres- 
sure. These are hyperthyroidism and 
aortic regurgitation. Unlike aortic regur- 
gitation, in hyperthyroid states the dias- 
tolic pressure remains about normal. If 
one prides himself upon his diagnostic 
acumen he will oftentimes see a patient 
who has been diagnosed essential hyper- 
tension in whom the real condition is a toxic 
adenomatous goiter. The removal of these 
adenomata causes the blood pressure to re- 
turn to normal. 


5. Presence or absence of exophthalmos 
or a stare. 


6. Objective body warmth. This is 
usually determined by placing the hand on 
the patient’s chest beneath his clothes. 


The chief laboratory aid in the diag- 
nosis of goiter is pre-eminently the basal 
metabolic study. A basal metabolic de- 
termination should be used only to confirm 
a diagnosis which has already been made. 
To depend solely upon this laboratory pro- 
cedure for the diagnosis of hyperthyroid 
states will lead the internist into many 
errors. If the first determination shows a 
metabolic rate above normal, it should be 
repeated on several occasions to make sure 
the patient has a toxic goiter and is not 
simply a psychoneurotic individual. 


There are at the present time many 
types of apparatus for the determination 
of basal metabolism. By far the best one 
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is the Tissot gasometer used in conjunction 
with a Haldane gas analysis apparatus. 
These can be used only by very highly 
trained technicians and are therefore not 
practical for the average internist. Prob- 
ably the two next most accurate appar- 
atuses are the Krogh and the Benedict- 
Roth. These are very simply constructed 
and not much skill is required to operate 
them. With the idea in mind of deciding 
which apparatus of the two last mentioned 
was the more accurate, I made a series of 
basal metabolic determinations with each of 
them and compared my results with 
the readings made from the same patients 
at the same time with the Tissot-Haldane 
apparatus. In my hands the Krogh machine 
was decidedly the more accurate. 


When the decision has been rendered 
that the patient is in a state of hyperthy- 
roidism, the diagnosis of a toxic goiter has 
been made; then we know that the con- 
dition will demand surgical treatment. An- 
other step must be taken, however, to de- 
cide whether we are dealing with multiple 
adenomata with hyperthyroidism, or an 
exophthalmic goiter. There are four im- 
portant points in the differential diag- 
nosis: 


1. An exophthalmic goiter has bruits 
and usually thrills over the thyroid arteries, 
while the adenomatous goiter has not. 


2. There is usually exophthalmos or at 
least a stare in exophthalmic goiter, while 
the eyes are normal in other types of goiter. 


3. A symmetrically enlarged thyroid 
with a granular feel is found in exoph- 
thalmic goiter, but the adenomatous goiter 
is decidedly nodular. 


4. The clinical course of the disease is 
important. The toxic adenomatous goiter 
runs a regular course, while in exoph- 
thalmic goiter the course is very irregular 
and interrupted by goiter crises. Because 
of its regular course the adenomatous 
goiter may be operated upon at any time 
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if there is no cardiac decompensation. In 
dealing with exophthalmic goiter, how- 
ever, Lugol’s solution must be given for at 
least six days before operation and for 
three months following operation. The 
usual dose of this drug is ten minims three 
times a day. 


It is not necessary to discuss adenomatous 
goiter without hyperthyroidism except to 
say that the decision as to whether it is 
surgical depends upon the size of the 
nodules, and the chances of their produc- 
ing pressure by reason of their location. 
If they are not surgical no other treatment 
is indicated for iodine may cause such a 
non-toxic goiter to become toxic. 

The colloid goiter is a diffuse, soft, sym- 
metrical enlargement of the thyroid gland. 
It occurs in two types, (a) vascular, (b) 
non-vascular. The vascular type, because 
of its bruits, is frequently confused with 
exophthalmic goiter and operated upon, 
but it must be borne in mind that colloid 
goiter occurs in adolescence and is dis- 
tinctly an expression of a deficiency on the 
part of the thyroid gland. For this reason 
it is frequently associated with a _ sub- 
normal metabolic rate. 


Small colloid goiters in very young in- 
dividuals may be made to disappear by 
giving small doses of iodine in almost any 
form, but those of long duration must be 
treated with desiccated thyroid tablets. 

The classic “neuro” is next considered, 
for from time immemorial he has been a 
victim of surgery, and so he is found being 
operated upon frequently for exophthalmic 
goiter, or having his thyroid gland treated 
with x-ray. The particular types of neu- 
roses to which I wish to refer are those 
variously classified as “cardiac neurosis,” 
“disordered action of the heart,” “neuro- 
circulatory asthenia,” “neurasthenia,” and 
“effort syndrome.” 


A careful analysis of the outstanding 
features, both mental and physical, of hyper- 
thyroid states and of neurasthenic types 
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of individuals makes the differential diag- 
nosis quite simple. The entire demeanor of 
a neurasthenic patient is different from 
that of the person with toxic goiter. In 
every action the neurasthenic displays 
fatigue, but the fatigue is more apparent 
than real. The patient with a toxic goiter, 
on the other hand, attempts to conceal his 
weakness and when he finds that he is un- 
able to step upon the examining table he 
is greatly surprised and makes a second 
attempt. The neurasthenic is “too cold” 
rather than “too warm,” and he complains 
of a failing appetite. His weight is prac- 
tically normal. In contrast to this, the 
patient with a toxic goiter is losing weight 
in spite of the fact that he eats one and 
one half to three times the amount of 
food consumed by a normal individual. Be- 
cause of the rather unstable nervous sys- 
tems, the neurotic individual may have an 
elevated basal metabolic rate, but this will 
always, drop to within normal limits when 
the test is repeated, especially if the 
patient is kept in bed for twenty-four hours 
before the test is made. While the neu- 
rasthenic patient may have a rapid pulse, 
the pulse pressure is always within normal 
limits. 

A discussion of the diagnosis of the 
various types of goiter along with con- 
ditions that are likely to be confused with 
them is indeed a big subject and no at- 
tempt has been made to cover the field 
with any degree of thoroughness. Diseases 
of the thyroid gland are quite frequently 
encountered by the average physician and 
it is surprising how often these conditions 
are incorrectly diagnosed and improperly 
treated. The great majority of surgeons 
who operate upon goiter have a mortality 
rate of nearly 10 per cent in exophthalmic 
goiter. If these same cases were properly 
treated medically in preparation for sur- 
gery this mortality rate could be reduced 
to less than one-half of one per cent. It 
is quite a frequent occurrence for a patient, 
who has goiter that has not been recog- 
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nized, to be operated upon for some con- 
dition such as a cholecystitis and then die 
a few days later from an acute hyperthy- 
roidism brought on by the operation. A 
very large number of patients with colloid 
goiter, especially of the vascular type, are 
operated upon for exophthalmic goiter. In 
subjecting these people to surgery not only 
have they been subjected to a needless risk, 
but their condition has been made worse. 
In colloid goiter the enlargement of the 





in the Diagnosis of Goiter. 
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thyroid is an expression of a deficiency on 
the part of the gland. If, then, by surgical 
means a large part of the gland is removed, 
the thyroid deficiency becomes all the more 
great. 


If, therefore, the writer has emphasized 
the very great importance of recognizing 


with a fair degree of clearness the most 
accurate methods for making the diag- 
nosis, he has accomplished his purpose. 





COLLOID GOITER 
(a) Vascular 
(b) Non-Vascular 


EXOPHTHALMIC GOITER 


Symmetrical Enlargement Symmetrical 


Soft and Homogeneous Granular and Firm 


No Symptoms Symptoms of Nervous Sys- 


tem 


Age Under 25 Average Age 36 


Eyes Normal Exophthalmos and Stare 


Vascular Type 
Bruits and Thrills 
Bruits and Thrills 
Non-Vascular—No Bruits 


Hyperthyraidism: Irregu- 
No Constitutional S y m p- lar Course 
toms 
Elevated B. M. R. 20 plus 


B. M. R. Normal or Below 


1. Iodine Early Stages 1. Lugols at Least 6 da 


2. Dessicated Thyroid 
Later. 


2. Ligation or Thyroidec- 
tomy 


Lugols 3 Mos. Post. Op 


ADENOMATOUS GOITER 
ADENOMATOUS GOI 
mannan WITHOUT 
with HYPERTHYROIDISM HYPERTHYROIDISM 





Nodular 


Nodular 


Hard Nodules Hard Nodules 


Symptoms Cardiac No Symptoms 
Usually Over 25 


Average Age 42 
Eyes Normal 


Eyes Normal 


No Bruits nor Thrills No Bruits nor Thrills 


Hyperthyroidism: Regular 


Course 


No Constitutional S y mp- 
toms 


Elevated B. M. R. | 
B. M. R. Normal or Below 





No Treatment or Thyroi- 


dectomy 


Primary Thyroidectomy 


(Do Not Give Iodine) 








SYMPTOMS OF HYPERTHY- 
ROIDISM 


ne 


Tremor. 


Cor m Tm oP 


EXOPHTHALMIC GOITER 
Vivesntticassihesieteliiioneth ....------Nodular Goiter. 


Symmetrical Enlargement of Thyroid 
Bruits in 80% and Thrills 
Exophthalmos and Stare 


Rapid pulse. 
Atrophie changes of nails. 





Increase in warmth. 
Increase of appetite. 

Loss in weight. 

Elevated B. M. R. 
Quadriceps weakness. 
Increase in pulse pressure. 


ADENOMATA WITH 
HYPERTHYROIDISM 


No Bruits nor Thrills. 
Eyes Normal. 





Course of Disease irregular 
Duration of Disease, 1-2 years 





snssaliiliitasiiddalictnenntiitieimmmiaainil Course Regular. 


Duration 3-4 years. 
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A STATISTICAL REPORT OF GASTRIC 
AND DUODENAL ULCER AND 
DUODENAL CARCINOMA IN 
CHARITY HOSPITAL, NEW 
ORLEANS, FROM 1915 
THROUGH 1925* 


EMILE BLOCH, M. D., 
NEW ORLEANS. 


’ There has been much written in recent 
years on the surgical treatment of gastric 
and duodenal ulcers. With the diversified 
opinions, as the radical procedures of Ha- 
berer, Finsterer, Kelling, H. H. Berg and 
Alfred Strauss, and the conservative pro- 
cedures of others, as the Mayo Clinic, etc., 
I should like to present a review of work 
done in Charity Hospital within the past 
eleven years (1915 through 1925) to in- 
clude many phases other than the oper- 
ative procedure, and also Carcinoma of 
the same organs, as the reports have so 
much in common. 


GASTRIC ULCER 


Charity Hospital records show 440 med- 
ical and 158 surgical cases from 1906 to 
1925 inclusive. Corrected by subtraction 
of 14 cases of duodenal ulcer, and 6 of 
other pathology or none, and an addition 
of 2 filed under carcinoma, we have 140 
surgical cases. There were 101 cases dur- 
ing the years 1915 to 1925 inclusive of 
which 26 were ruptured. 


NON-PERFORATED GASTRIC ULCER 


Number 1915-1925 inclusive: 75. 

Race and Sex: White male 37; white 
female 15; colored male 23; colored fe- 
male 0. 





*Read before the Surgical Section, 
Hospital Staff, January Meeting. 


Charity 


BLOcH—Statistical Report of Gastric and Duodenal Ulcer. 





Age: Age limit 17 to 70 years.* 
Age WH. WF. CM. C.F. 
10-20 ....... | 0 0 0 
20-30 . 7 4 3 0 
30-40 . 13 5 9 0 
40-50 < 2 8 0 
x= 2 3 0 
I \icintstinaiiacsin 2 0 0 





*Note—Youngest case was recorded in a white male, 
aged 17 years. Admitted 9/30 /15, service Dr. C. G. Cole. 
Clinical diagnosis, positive; x-ray report, negative; opera- 
tion, post gastro-enterostomy with an enteroenterostomy. 
Anesthetic, ether. Result, died. 


Oldest case, white male, aged 65 years. Admitted 
5/17 /20, service Dr. J. Danna. Clinical diagnosis, posi- 
tive; x-ray, positive; operation, post gastro-enterostomy 
with Murphy button. Result, died. 


Number per year: 1915, 13; 1916, 7; 
1917, 11; 1918, 1; 1919, 6; 1920, 9; 1921, 
2; 1922, 3; 1923, 6; 1924, 10; 1925, 7. 


Clinical Diagnosis: These figures are 
acquired from the cases recorded, under 
above heading, from record room, and are 
not comparable with negative findings 
filed under a different diagnosis. Clinical 
diagnosis, positive 55; negative 9; carci- 
noma 3; duodenal ulcer 2; doubtful 6. 


Location of lesions Pylorus 66; lesser 
curvature 4; cardia and lesser curvature 1; 
greater curvature 1; posterior wall 3. 


Operators: Allan 2; Bloch 5; Batchelor 
1; Cole 7; Danna 6; Elder 1; Finsterer 
1; Fortier 1; Gessner 3; M. Gelpi 2; Graf- 
fagnino 4; Hountha 1; E. Irwin 8; Kost- 
mayer 1; J. E. Landry 3; L. Landry 7; 
Leidenheimer 2; Maes 8; Matas 4; Par- 
ham 3; Richard 1; Smythe 2; Souchon 2. 


Anesthetics: Ether 60; Ant. splanchnic 
(Braun’s) 12; Post. splanchnic (Kappis) 
1; Ether and Splanchnic 1; Spinal and 
Splanchnic 1. 


Operative procedure: Posterior Gas- 
tro-enterostomy (suture) 42; (Murphy but- 
ton) 3; combined with an entero- enteros- 
tomy button 12; anterior gastro-enteros- 
tomy 1. 


Finisterer 6; 
Modified 


Gastric resection, type: 
Billroth I—1; Billroth II, 1; 
Polya 1. 
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Exploration: 
suture, 2; excision of ulcer and posterior 
gastro-enterostomy 1. 


Excision of ulcer and 


Pyloroplastyl: Cauterization and su- 


ture 2; enterostomy 1. 


X-ray reports: Positive 37; Negative 
9; Duodenal ulcer 2; not filed 27. 


Blood Wassermann: 
ative 12; not filed 61. 


Results when Discharged: Improved 
58; Died 17; Anesthetic used, Ether 13; 
Splanchnic (Gastrectomy) 3; Splanchnic 
and ether (Gastrectomy) 1. 


Positive 2; Neg- 


PERFORATED GASTRIC ULCER 





Number: 1915-1925 inclusive, 26. 

Race and Sex: White male 16; white 
female 1; colored male 9; colored fe- 
male 0. 

Age* W.M W.F. C.M C.F. 
eee 4 0 3 0 
eae 3 1 2 0 
eee 4 0 3 0 
50-60 .... oa. ae 0 0 0 
OY oc aceson ae 0 0 0 


Unknown, 1. 





*Youngest case, colored male, aged 22, 6/17/17. Dr. 
Kostmayer. Pyloric ulcer. Previous history, positive. 
Operated within 12 hours. Operation, sutured and post. 
gastro-enterostomy. Anesthetic, ether. Result, improved. 


Oldest case, white male, aged 67, 2/21/18. Dr. H. 
Kostmayer. Pyloric ulcer (anterior wall). Previous his- 
tory, none. Duration of rupture before operation, unknown. 
Operation, suture. Anesthetic, ether. Result, died. Au- 
tepsy confirms findings. 


Number per year: 1915, 3; 1916, 0; 1917, 
5; 1918, 3; 1919, 2; 1920, 2; 1921, 3; 1922, 3; 
1923, 1; 1924, 3; 1925, 1. 

Previous history of gastric disturb- 
ance: Positive, 15; negative, 7; doubt- 
ful, 4. 

Pylorus, 25; 


Location of rupture: 


fundus, 1. 


Probable duration of rupture before 
operation: 2 hours, 1, improved. 5 hours, 
1 died (medicated) . 6 hours, 3, improved 
2, died 1. 10 hours, 1, died. 12 hours, 4, 
improved. 1 day, 3, improved 2, died 1. 
2 days, 2, died. Unknown, 11. 


Operators: C. Allen, 2; Bloch, 1; Elder, 
1; Graffagnino, 4; E. Irwin, 1; W. O’D. 


BLOcH—Statistical Report of 
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Jones, 3; Jacobs, 1; Kostmayer, 7; Lan- 
dry, 4; Scott, 1. 


Operative procedure: 








Method No. Improved Result 
Cauterized and sutured ........... 9 5 4 died 
Sutured ... 7 2 . = 
Post-gastro-enterostomy 

& E. E. suture 1 1 e * 
Exploratory ........... 3 0 hs 
Gastraony 1 0 | Mie 

3 2 


Suture and Post. Gast. Ent. 5 
Results—Total, 26; 11 improved; 15 died. 


Anesthetic—Local, 1; spinal, 1; ether, 24. 


Wassermann (blood)—Negative 3; posi- 
tive 1; not in history 22. 


X-ray Report—Positive 1, not filed 25. 
DUODENAL ULCERS, 


Charity Hospital records show 121 medi- 
cal and 95 surgical cases during 1906-1925 
inclusive. Corrected by subtraction of 4 
cases of other pathology or none and addi- 
tion of 14 cases filed as Gastric, and 3 cases 
filed under other diagnoses, gives 108 surgi- 
cal cases (1906-25 inclusive). 90 cases dur- 
ing years 1915-25 inclusive, of which 31 
were ruptured. 


NON-PERFORATED DUODENAL ULCERS. 
Number of cases 1915-1925 inclusive, 59. 


Race and Sex—White male 36; white 
female 4; colored male 17; colored female 2. 


Age limit* W.M. W.F. CM. C.F. 
a . 0 0 1 0 
1 1 0 
1 7 1 
1 7 0 
1 1 1 
0 0 0 
0 0 0 
4 17 2 





*Youngest case recorded was a colored male, aged 18 
years, admitted 12/9/24, to service of Dr. Emmett Irwin. 
Clinical diagnosis positive, X-ray report, gastric ulcer. 
Blood Wassermann negative. Operation, posterior gastro- 
enterostomy and cholecystectomy. Fosterior splanchnic 
(Kappis) anesthesia. Result, improved. 

Oldest case recorded was a white male, aged 71 years, 
admitted 2/21/16, to service of Dr. S. Stafford. Clinical 
diagnosis, positive (duration 21%4 months); X-ray reported 
a 6 hour stasis in stomach. Blood Wassermann not filed. 
Operation, gastroenterestomy with an enteroenterostomy. 
Anesthetic, ether. Result, died. Autopsy, positive, duo- 
denal ulcer. 


Number per year: 1915, 4; 1916, 7; 1917, 3; 


1918, 1; 1919, 3; 1920, 1; 1921, 4; 1922, 8; 1923, 
9; 1924, 11; 1925, 8. 
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Clinical diagnosis: Positive, 37 (7 pre- 
viously operated); Negative 4; Gastric 
ulcer 14; Doubtful 3; Not stated 1. 


Location of lesion: Not satisfactorily 


stated. 


Operators: Allen 1; Bloch and Landry 1; 
Bradburn 2; Cole 3; Cassegrain 1; Danna 
3; Gessner 3; Graffagnino 8; M. Gelpi 6; 
E. Irwin 12; Jones 2; A. C. King 1; Kost- 
mayer 1; Leckert 1; J. Landry 1; Matas 
1; Maes 7; Martin 1; Stafford 1; Smythe 1. 


Anesthetic: Ether 38; Anterior splanch- 
nic (Braun) 15; Posterior splanchnic 
(Kappis) 3; Ethylene 1; Local and ether 
1; Local] 1. 


Operative procedure: Post-gastro-enter- 
ostomy 38; Post-gastro-enterostomy and 
enteroenterostomy (Button) 3; Anterior 
gastro-enterostomy 1; Partial gastric re- 
section (exclusion) (v. Eiselberg) Finsterer 
6; Exploratory 5; Pyloroplasty 1; Post- 
gastro-enterostomy with enteroenterostomy 
(Button) and Pyloric occlusion 3; Cauteri- 
zation 3; Cauterization and post-gastro- 
enterostomy (button) 2. 

X-ray report: Positive 33; Negative 9; 
gastric ulcer 4; not in history 13. 

Blood Wassermann: Positive 4; Negative 
24; not in history 31. 

Results when discharged: Improved 47; 
stationary 2; died 10. 

PERFORATED DUODENAL ULCER. 
Number of cases 1915-25 inclusive, 31. 
Race and sex: White male 21; white 

female 1; colored male 9; colored female 0. 





Age limit.* W.M. W.F. C.M. 
20-30 3 1 2 
30-40 8 0 4 
40-50 7 0 2 
ee 1 0 1 
BI ogee ean 1 0 0 
Unknown 1 

nal 21 1 9 





*Youngest case on record was a white male, aged 20 
years, admitted 10/22/20, service of Dr. Jerome Landry, 
with a previous positive history; operated three hours 
from the time of perforation; operation, cauterization, 
suture and posterior gastro-enterostomy; ether anesthesia; 
result, died. 

Oldest case was in a white male, aged 62, admitted 
6/5/21, service of Dr. P. Graffagnino; questionable pre- 
vious history; operation, cauterization; anesthetic, ether: 
result, died. 





BLocH—Statistical Report of Gastric and Duodenal Uleer. 


Number per year: 1915, 2; 1916, 1; 1917, 5; 
1918, 0; 1919, 2; 1920, 1; 1921, 4; 1922, 4; 1923, 


* 6; 1924, 5; 1925, 1. 


Previous history: Positive 19; negative 
7; not listed 5. 

Location of rupture: Anterior wall, 7; 
inner wall, 1; posterior wall, 1; pyloric- 
jejunal junction 3; first portion 3; not 
stated 16.* 


Probable duration of rupture before operation: 


Hours No. Improved Died 
1 1 1 
2 1 1 es 
3 1 7 vg 
4 3 2 1 
5 1 1 i 
6 1 1 
12 1 1 
Days 
1 3 1 2 
2 2 1 1 
3 1 ” 1 
4 2 2 : 
5 1 1 " 
21 1 “ 1 
Unknown 12 7 5 
Total... 32 19 12 


Operators: Allen 1; Bradburn 2; Elder 
2; Graffagnino 9; Gelpi 3; Irwin 5; Jones 
2; Kostmayer 1; Larue 1; L. Landry 1; 
J. E. Landry 2; Tedesco 1; Keller 1. 


Improved Died 
Operative procedure:f 











Cauterization and suture ........ 8 8 0 

Sutured 13 7 6 
Cauterization, suture and 

post-gastro-enterostomy ........ 6 4 2 

Exploratory 3 0 3 
Cauterization, suture, post- 
gastro - enteroenterostomy 
with button and pyloric 

occlusion 1 0 1 

’ Total 31 19 12 





Anesthetic: Ether 27; anterior-splanch- 
nic (Braun) 2; local and ether 2. 


Blood Wassermann: Positive 1; Nega- 
tive 4; not in history 26. 


X-ray report: Positive 1; negative 2; 
Not in history 28. 





*Note—These figures as to location are indefinite as the 
history did not fully explain the lesion. 


tNote—In all cases, abdomen was drained, except case 
with pyloric occlusion. 
























REMARKS ON GASTRIC AND DUODENAL ULCER. 


Sex and race: In this series of eleven 
years, the total absence of gastric ulcer, 
two cases of non-ruptured and no cases of 
perforated duodenal ulcer in the colored 
female, is most noticeable. In gastric ulcer 
it is known that the ratio between male 
and female varies in different localities 
and at different periods (Dreschfeld).§ 


The consensus is that it is more frequent 
in the female. My tabulation shows gastric 
ulcer, male (white and colored) 85 to 
female 16. In duodenal ulcer there is a 
preponderance in the male ranging from 
10 to 1, to 3 to 1. This report shows male 
(white and colored) 83 to female 7. The 
ration of white and colored male in this 
series is about 2 to 1. Gastric ulcer, white 
male 53, colored male 32. Duodenal ulcer, 
white male 57, colored male 26. 


Age: Gastric ulcer as in other series is 
between 20 and 40. Duodenal ulcer does 
not show very marked increase in any 
decade. 


Location: In gastric ulcer, the majority 
were specified as occurring at the pylorus. 
The location in Duodenal ulcer was unsatis- 
factorily stated. 


Perforated ulcers: The probable dura- 
tion of perforation before operation and 
the type of operation performed did not 
alter the final results to any noticeable de- 
gree in gastric and duodenal ulcers. 


Operative procedure and Anesthesia: It 
is impossible to compare results in relation 
to types of operation when there are so 
many different operators. The different 
tables will show the types with their num- 
ber. In passing we may show the results 
of the radical methods in the years 1924 
and 1925. In October, 1923, Dr. Hans 
Finsterer operated at Charity Hospital, 
New Orleans, La., performing a gastric re- 
section and cholecystectomy under anterior 


§Allbutt & Rolleston—System of medicine, 3 :443. 


BLOCH—Statistical Report of Gastric and Duodenal Ulcer. 
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splanchnic anesthesia. I have followed this 
case to date and he is in perfect health. 


Gastric ulcer (non-perforated): Since 
this date, there were in 1924, five partial 
gastrectomies, (Finsterer type) 4, (Polya) 
1; all were under anterior splanchnic anes- 
thesia with 1 death. In 1925 there was 
one partial gastrectomy using splanchnic 
and ether and one death. 


Duodenal ulcer (non-perforated): In 
1923, there were 2 cases of gastric resec- 
tion for exclusion (Von Eiselberg), using 
anterior splanchnic anesthesia, and 2 im- 
proved. In 1924 there were 3 cases of gas- 
tric resection for exclusion, 2 cases using 
anterior splanchnic (Braun), and 1 local 
and ether, and 3 improved. In 1925 there 
was 1 case of gastric resection (exclusion) 
using Posterior splanchnic (Kappis) and 1 
improved. 


Anesthesia: Beginning with the last 
quarter of 1923 through 1925, there were 
19 surgical gastrict ulcers (non-perforated). 
4 were performed under ether anesthesia, 
1 splanchnic and ether, and 14 splanchnic 
(13 anterior splanchnic and 1 posterior 
splanchnic). Of 19 cases, 5 died (1 
posterior gastro-enterostomy (anterior 
splanchnic); 1 Polya gastrectomy (ante- 
rior splanchnic); 1 excision of ulcer and 
posterior gastro-enterostomy (anterior 
splanchnic); 1 posterior gastro-enteros- 
tomy (ether) ; 1 Finsterer gastrectomy (an- 
terior splanchnic and ether). 


For the same period in duodenal ulcers, 
Oct. 1923 through 1925, 23 cases were non- 
perforated 3 were performed under ether 
anesthesia, 1 local and ether, 1 ethylene and 
18 splanchnic (posterior Kappis) 3, and 
(anteior Braun) 15. Of 23 cases 3 died 
(1 posterior gastro-enterostomy (ether), 
1 anterior gastro-enterostomy (anterior 
splanchnic), 1 posterior gastrectomy (ethy- 
lene). Many points are in favor of splanch- 
nic anesthesia but the foremost is that one 
obtains complete relaxation (no accessory 
respiratory movements to interfere with 
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the field of operation) and the post-opera- 
tive period is smooth and uneventful. 


X-ray report: The same applies here as 
to clinical history. The findings on cases 
that are filed under other diseases are im- 
possible to find, therefore a comparative 


record cannot be made. 


Blood Wassermann: These records are 
not complete enough for any conclusive 
deduction. 


Progress and end results: This is also 
impossible in this serious with as many 
surgeons operating, and the type of patient, 
that will not inform you, as he should, of 
his condition. 

CARCINOMA OF STOMACH AND DUODENUM. 


The record show 547 medical and 260 
surgical cases during 1906-1925 inclusive. 
10 additional medical cases filed as surgi- 
cal make 557. Corrected surgical cases by 
subtracting 14 incorrectly filed, 2 missing 
from files and addition of 1 filed as gastric 
ulcer gives 245. 


GASTRIC CARCINOMA (SURGICAL). 


Number, 1915 through 1925: 140. 
Race and sex: White male 52; white 
female 20; colored male 57; colored 
female 11. 
Age: Age limits, 23 to 78. 
Age W.M. W.F. CM. C.F. 
a 0 0 0 
| TT 2 0 0 
| 4 3 10 4 
TS ;|| ae 11 8 27 4 
ae 3 16 1 
OS ee 3 2 1 
| 1 2 1 
oo —a 52 20 57 11 


*Youngest case was a white male aged 23, in the ser- 
vice of Dr. Urban Maes, admitted 11/11/25, with a clini- 
cal diagnosis of gastric ulcer, duration 5 months. Opera- 
tion, posterior gastro-enterostomy under ether anesthesia. 
Result, improved at time of leaving the hospital. 

Oldest case was a colored male, aged 78, in the ser- 
vice of Dr. John Smythe, admitted 2/12/17, with a 
positive clinical and X-ray diagnosis, duration 1% years. 
Operation, posterior gastro-enterostomy and entero-enter- 
ostomy (button). Anesthesia, ether. Result, died. 


Number per year: 1915, 9; 1916, 12; 1917, 13; 
1918, 6; 1919, 9; 1920, 13; 1921, 18; 1922, 18; 
1923, 9; 1923, 19; 1925, 14. 





BLocH—Statistical Report of Gastric and Duodenal Ulcer. 


Location of lesion: Pylorus 94; lesser 
curvature 4; greater curvature 2; fundus 
and pylorus 7; entire stomach 12; cardia 
and fundus 4; pylorus and lesser curvature 
1; fundus 3; pylorus and greater curvature 
2; cardia 3; not specified 8. 


Operators: C. Allen 5; J. Batchelor 7; 
E. Bloch 6; Bradburn 3; C. C. Cole 11; 
Cocram 1; J. Danna 5; Edler 1; Fortier 1; 
P. Graffagnino 9; M. Gelpi 6; H. Gessner 
13; E. Irwin 10; W. O’D. Jones 1; Jacoby 
1; Jacobs 1; Kostmayer 2; L. Landry 6; 
J. Landry 4; Leidenheimer 5; Lindner 2; 
Leckert 1; J. C. Menendez 3; E. D. Martin 
3; R. Matas 5; C. J. Miller 1; Maes 10; 
F. Parham 5; Perkins 1; Smythe 9; M. 
Souchon 2. 


Operative procedure: Post-gastroenter- 
ostomy (suture) 59; (button) 3; with en- 
tero-enterostomy (button) 9. 


Partial gastrectomy 9; Finsterer method 
6; modified Polya 1; Billroth II 2. 


Pyloroplasty (Finney) 1; Exploratory 
40; jejunostomy 12; post-gastro-enteros- 
tomy with jejunostomy 1. 


Jejunostomy with  enteroenterostomy 
(button) 1; anterior gastro-enterostomy 3. 


Anterior gastro-enterostomy and entero- 
enterostomy 1; partial gastrectomy with 
jejunostomy 1. 


Anesthetic and results: 




















Anesthetic Improved Died Total 
Ether 63 32 95 
Anterior splanchnic (Braun)... 8 6 14 
Posterior splanchnic (Kappis) 3 1 4 
Local 9 14 23 
Anoci 1 1 2 
Ethylene 0 1 1 
Nitrous oxide 1 0 1 
Spinal 0 0 0 

Total 85 5 140 





X-ray report: Positive 109; gastric 
ulcer 2; duodenal ulcer 1; not listed 23. 


Blood Wassermann: 
tive 96; not listed 41. 


Autopsies: Of 55 deaths, 14 cases were 
autopsied and 41 were not autopsied. 


Positive 3; Nega- 
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CARCINOMA OF DUODENUM. 
One case reported. 
A white male admitted 12/1/16, in the 
service of Dr. J. Batchelor. Clinical di- 
agnosis, gastric carcinoma. Duration from 


history 15 years. Operation, posterior 
gastro-enterostomy. Anesthetic, ether. 
X-ray report, gastric carcinoma. Result, 


improved. 
REMARKS ON GASTRIC CARCINOMA. 


Sex: 
preponderance in the male and in this se- 


As in the case of ulcer, there is a 


ries they are about 3 to 1. 
Race: In this series they are about equal. 


Age: Majority ranging between 30 and 


70 years. 


Location of lesion: The pylorus is in- 


volved in the greatest percentage of cases. 
Fortunately to some degree for the patient 


as well as the surgeon if these cases 
(i. e., pyloric involvement) can be oper- 
ated early, they are benefited by surgery, 
even if it be radical. Unfortunate for 
those that the lesion is located at the cardia 
(the percentage being small) as surgery is 
of no avail. 


Operative procedure: If gastric carci- 
noma cases can be explored in their early 
stage, before mesenteric glandular involve- 
ment, partial gastrectomy under splanch- 
nic anesthesia offers the best chance for 
permanent relief. If the involvement is 
too extensive palliative means of relieving 
obstruction is the method of choice. The 
majority of cases come under the latter 
heading and until we can educate the laity 
to early interference, as in other organs 
that have carcinoma, we cannot expect bril- 
liant results with radical operation on the 
stomach. 


X-ray reports: In these cases it is not 
very difficult to make a diagnosis as the 
amount of stagnation in the stomach, etc., 
is an indication. 3 


NILES—Afro-American Therapeutics. 
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Blood Wassermann: As in gastric and 
duodenal ulcer, though the records are more 
complete in this instance, they give no 
information. 


CARCINOMA OF DUODENUM. 
A more thorough description of location 
of lesion may reveal more carcinoma in this 
organ. 


CONCLUSIONS. 

I have tried in my review of eleven years, 
to show what has been accomplished in 
Charity Hospital, New Orleans, La., in the 
field of Gastric and Duodenal surgery. 
With the use of new methods of anesthesia, 
the investigation in blood chemistry, new 
methods of operating, time and statistics 
will increase our knowledge and benefit the 
patient accordingly. 


I am indebted to the staff of the record 
room at Charity Hospital, my wife, and 
Dr. S. C. Shepard, for assistance in com- 
piling these statistics. 





AFRO-AMERICAN THERAPEUTICS. 
GEORGE M. NILES, M. D., 
ATLANTA. 


When Kipling launched the phrase “The 
white man’s burden,” it was accepted as 
an epigram with many sides and angles. It 
appealed to the Caucasian practically over 
the entire globe, for wherever the black- 
skinned people come in contact with their 
white brethren, this burden has to be borne 
by the latter. 


In the United States, especially in the 
Southern portion, an important part of the 
burden has been and is to conserve the 
health, as well as treat the sick, of the 
many Afro-Americans that fate has cast 
upon our shores, and who have become an 
integral part of our body politic. 


I think it is accepted as a proven fact by 
all students of ethnology that any hybrid 
is more susceptible to the inroads of dis- 
ease than a pure and unadulterated race. 
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The Afro-Americans, in this connection, 
represent a hybrid of every varying shade, 
for few there are in whose veins course 
the unmixed blood of their African an- 
cestors. We see them from coal black, on 
upward in the mulatto scale, until we find 
in every community negroes who could 
not be known as such by any outward 
appearance. 


These people are with us to stay, and 
while some have attained positions of honor 
and trust, the majority belong to the labor- 
ing class. They till our fields, they cook 
our food, they launder our clothes, they 
nurse our babies, they serve in our hotels, 
they shave our faces, they drive our auto- 
mobiles, and perform multitudinous tasks 
of physical toil. Furthermore, they are 
our friends, and, as such, are entitled to 
our consideration. This study is, therefore, 
submitted in their interest, being based 
upon more than thirty-five years of active 
practice in the South, the first seventeen 
in an agricultural section, where the indus- 
trial potentialities of these people caused 
their landlords and employers to exhibit an 
active concern in all that pertained to 
health. 


I might say also, that these conclusions 
apply only to quadroons and those of darker 
hue; the octaroons and those of almost pure 
Caucasian blood naturally partaking of the 
physical and mental characteristics of the 
whites, modified to a degree by education 
and environment. 


The following are the approximate dif- 
ferences between Afro-Americans and 
Caucasians: 


CATHARTICS 

Probably in this class of agents lies the 
greatest difference. For instance, where 
two compound cathartic pills or twenty 
drops of fluid extract of cascara would pro- 
duce free purgation in the Caucasian, this 
has to be increased about 50 per cent. in 
the negro. Those practitioners who have 
had much experience with this race know 
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full well that an ordinary laxative produces 
no intestinal peristalsis whatever. 


EMETICS 
The same rule as cathartics applies, 


where the emetic is taken in the stomach. 
When, however, emesis is to be brought 
about by action on the vomiting center, as 
by hypodermic injection of apomorphin, 
about 25 per cent. less than the accustomed 
dose -will answer. 


ANODYNES 
I have observed that, while the negro 
easily gives way to pain, indulging in 
vociferous lamentations upon sometimes 


slight provocation, relief may be procured 
by about 30 per cent. less anodyne drugs 
than are demanded by the Caucasian. I 
have often abated apparently severe colics 
by hypos of 1/8 to 1/6 of morphine, while 
this amount in the white race, as is well 
known, is inadequate except to “take the 
edge off” the pain. 


NERVE SEDATIVES AND HYPNOTICS 

To these this race responds especially 
well. I have seldom found it necessary to 
administer the bromides in greater than 
5-grain doses, and 10 grains of trional or 
5 grains of veronal generally suffice in the 
infrequent cases of insomnia. “Tired 
Nature’s sweet restorer” is a boon rarely 
denied these worry-free people, and “the 
ravelled sleave of care” is knit up with but 
little trouble. 


ANTIPYRETICS 

In these I have found no special differ- 
ences between the races, though the aching 
pains accompanying fevers seem to be more 
quickly allayed by the coal tar antipyretics, 
and cyanosis seldom supervenes. In these 
so-called “bilious attacks’ where intense 
head and back-ache were present, I have 
seen the pains promptly yield to 2-grain 
doses of acetanilid considerably before the 
fever appreciably varied. This may be 
taken as a corollary to what has been pre- 
viously adduced concerning anodynes. 
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CARDIAC STIMULANTS AND DEPRESSANTS. 
My observations to date have led me to 
give slightly larger doses (probably 10 per 
cent.) of both to the negroes. This state- 
ment I desire to fortify by further study. 


DIURETICS AND DIAPHORETICS 
About the same will apply as to the 
classes above-mentioned, only I speak with 
more assurance. Those who have endeav- 
ored to set up satisfactory diuresis or di- 
aphoresis in the negroes, especially the very 
black ones, will readily endorse my views. 


COUNTER-IRRITANTS 

The epidermis of most Afro-Americans 
is rather thick, while the terminal sensory 
nerves do not appear to be normally im- 
pressionable, as a general rule. These 
agents, therefore, need to be used in con- 
siderable strength to produce satisfactory 
results. An active rebefacient that would 
make the average Caucasian deeply sympa- 
thize with the ancient Hebrew children in 
the fiery furnace, would hardly produce an 
audible grunt, if put on the unresponsive 
surface of a son of Ham. 


STOMACHICS AND DIGESTANTS 

It is concerning these agents, perhaps, 
that I have the most satisfactory data. It 
might be well to state in explanation, that 
among the uneducated of both races it is 
customary to style as “stomach trouble” a 
disturbance located anywhere in the abdo- 
men or pelvis. Among the men, aid is 
often sought for even a cystitis coupled 
with the self-made diagnosis of “stomach 
trouble,” while among the female contin- 
gent most of the ovarian and uterine ills 
are referred to that long-suffering organ. 
For this reason, we have seen in our gastro- 
intestinal experience numerous negroes with 
supposed digestive disorders, where in re- 
ality the stomach was normal. As a test 
meal was taken in every instance, I am able 
to report on 128 cases, where the stomach 
was apparently not the offending portion of 
the anatomy, and am constrained to the 
belief that the normal free hydrochloric 
acid in the Afro-American exceeds that in 
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the Caucasian stomach by at least 6—prob- 
ably 10 per cent. Acting on this assump- 
tion, I have given smaller doses of stom- 
achics with good results; and, as the 
oxyntic cells seem slightly more active, I 
have found hydrochloric acid indicated in 
a correspondingly less proportion. The 
alkalies, however, are often required. Very 
sparing doses of these aids to digestion 
have generally sufficed for the gastric in- 
firmities of our negro patients—in fact, I 
have many times earnestly wished that 
some of the prompt and satisfactory re- 
sponses shown by these humble invalids 
could be as easily duplicated among those 
higher in the social and financial scale, 
those to whom surcease from digestive dis- 
comfort would mean bountiful emoluments 
to the medical attendant. 


Psychotherapy among the Afro-Ameri- 
cans is almost like planting good seed in 
virgin soil. Where the blase Caucasian 
“from Missouri” greets the earnest efforts 
of the psychotherapist with a “show me” 
air, the negro “hears the tidings gladly,” 
co-operates to the extent of his ability, 
reaping a quick and bounteous harvest. 
To the tyro in psychotherapy this race pre- 
sents unlimited possibilities for profitable 
experience, and I assure my confreres who 
have not appealed to the emotions and the 
somewhat - primitively - developed mentali- 
ties of these people in treating their ail- 
ments, that psychotherapy, in addition to 
indicated medicinal measures, will yield 
highly satisfactory effects. 


The reader will, I trust, pardon the some- 
what dogmatic tone of these statements; 
but, as they represent conclusions not here- 
tofore put in print, but which have been 
tried out to my satisfaction, I place them 
before the profession at their face value. 


Should there be any doubting Thomases, 
who would cavil rather than investigate, I 
would remind them of Hamlet’s words— 
“There are more things in heaven and 
earth, Horatio, than are dreampt of in 
your philosophy.” 
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CANCER—SOME OF THE PROBLEMS 
CONNECTED WITH ITS CONTROL* 


WM. F. WILD, M.D., 


NEW YORK 


Of all afflictions to which the human 
race is susceptible, there is none on which 
the patient must rely so totally on the phy- 
sician as is the case with cancer. While it 
is perhaps true that for many ailments the 
patient can do something for himself that 
will benefit the condition, this cannot be 
said of cancer. There is nothing the patient 
can do, there is nothing the attending phy- 
sician can tell the patient to do for him- 
self that will have the least beneficial ef- 
fect on the disease. Whatever is to be ac- 
complished must be done by the medical 
profession. 


Admitting the foregoing truth, it can be 
seen that the axis around which the entire 
problem of the control of cancer revolves 
is the medical fraternity. Of paramount 
importance, therefore, is the formulating 
of a clear and concise statement as to what 
is the doctor’s part in this movement. 

THE FHYSICIAN’S PART. 

There are two primary phases connected 
with any effort that may be made to in- 
crease the number of cures: 


First. The period of time elapsing be- 
tween the discovery by the patient that 
something is abnormal, and the visit to the 
family physician. 


Second. The period of time elapsing 
between the visit to the family physician, 
and the patient being referred for treat- 
ment. 


The medical fraternity is concerned with 
both phases. With the first, because it is 
only through a lack of appreciation of the 
seriousness of the situation that people de- 
lay in ascertaining the truth about their 
condition, and going back further, the de- 





*Read before the Mississippi State Medical As- 
sociation, Biloxi, May 12-14, 1926. 
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lay may be due to a lack of knowledge of 
the early symptoms. The education of the 
laity through lectures, motion pictures, and 
the printed word is a matter entitled to 
prime consideration, and if this is to be 
done correctly, physicians must take a lead- 
ing part. 


It has been remarked that before right 
ideas can be instilled into the minds of the 
people wrong notions must be taken out, 
and surely in no disease is this more ap- 
plicable than in cancer. So long as people 
imagine that tumors can be pulled out by 
the roots, that is just how long they will 
visit paste and plaster establishments. So 
long as people believe cancer is a blood 
disease, that is just how long attempts will 
be made to hide the condition. 


Ignorance is the weapon that enables 
cancer to destroy thousands who might 
have been saved. The fight against ignor- 
ance, therefore, is as important as the fight 
against cancer itself. While immediate re- 
sort to tested methods of treatment at the 
hands of reliable skilled practitioners is 
often the turning point that saves a life, 
the individual, however, is not apt to take 
this action unless he is acquainted with the 
danger signals—the early symptoms—and 
is wise enough to take prover treatment. 


Science is doing its share by studying 
the malady and the best means of eradi- 
cating or controlling it, but science cannot 
force a man to learn the facts necessary 
to his existence. He must learn them for 
himself. 


The medical profession, by conducting a 
campaign of education so that every person 
will know that a lump in the breast or 
any other part of the body, the wart or 
mole that changes in size, color, or ap- 
pearance, the unusual discharge, even 
though the woman be 45 years of age, the 
bleeding from the bladder or rectum, the 
indigestion that cannot-be attributed to 
anything in particular, and the sore that 
will not heal by the ordinary process of 
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cleanliness, and that within three or four 
weeks, are the danger signals—the early 
symptoms—of cancer, will be conferring 
upon humanity a lasting benefit. 


While the symptoms above described 
are, of course, at times produced by con- 
ditions other than cancer, they are serious 
enough to demand immediate attention so 
that a physician will be visited at once and 
a diagnosis promptly made. 


The doctor, in teaching the laity to real- 
ize that ignorance of the true significance 
of the disease will not cure it; postponing 
the time until a correct diagnosis is made 
will not change the nature of the condition 
except that it will become progressively 
worse; and that a fear of proper treatment 
will not make the disease disappear, will 
be doing his share to reduce that period 
of time between when the patient discovers 
something abnormal and the visit to the 
physician. 


A review in the October, 1924, number of 
“Campaign Notes” of the American So- 
ciety for the Control of Cancer, of the 
latest report of the Pennsylvania Cancer 
Commission to the House of Delegates of 
the State Medical Society, gives some use- 
ful information as to whether or not can- 
cer education pays. The review in part 
is as follows: 


“That the educational work which is 
being done under the leadership of the 
American Society for the Control of Can- 
cer to bring about early, competent treat- 
ment for cancer cases is producing good 
results is shown by the latest report of the 
Pennsylvania State Cancer Commission. 
The delays which ordinarily result between 
the appearance of the first symptoms and 
the applicaton of proper treatment are 
being reduced in a substantial manner, 
with the result that the patients stand a 
much better chance of having their lives 
prolonged, or of being cured. 


“The Commission is made up of seven 
members, headed by Dr. Jonathan Wain- 
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wright, formerly head of the Pennsylvania 
State Medical Society, and a member of 
the Advisory Council of the American So- 
ciety for the Control of Cancer. The other 
members are Dr. Richard J. Behan, Direc- 
tor, Department of Cancer, Pittsburgh 
Skin and Cancer Foundation, and Chair- 
man of the American Society for the Con- 
trol of Cancer for the Sixth District of 
Pennsylvania, Drs. Fred Fisher, Henry D. 
Jump, Harry H. Penrod, Edward A. Weiss, 
and Courtland Y. White. 


“The findings of the Commission are 
based upon a study made in 1910 of the 
records of cancer cases throughout the 
state, and repeated in 1923 under circum- 
stances which make the data collected for 
the two years comparable. When compared, 
the results show the improvement in the 
knowledge of the public and the medical 
profession which has_ resulted from the 
educational work of the last thirteen years. 
Tables are given which show the time lost 
formerly and now by patients after discov- 
ering symptoms of cancer and before ap- 
plying to competent physicians for diag- 
nosis and treatment, and by physicians in 
applying the treatment required after the 
patients appear. 


“People are applying more promptly than 
they used to do for medical aid, and phy- 
sicians are, for the most part, applying 
proper treatment with less delay. There 
is a small percentage of physicians who 
are still dilatory and inefficient, and to 
these, whom the Commission term ‘the 
backward 10 per cent.,’ considerable at- 
tention is given in the report. 


“In two valuable tables, many detailed 
facts are given with reference to the de- 
lays discovered in treating cancer in the 
different parts of the body. 


“A study of the tables gives a very def- 
inite answer to a most important question 
—does cancer education pay? It certainly 
does pay. It has reduced the time interval 
between the discovery of the disease and 
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the application of proper treatment to an 
extent which has immensely increased the 
patients’ chances of recovery. 


“A reduction has occurred in the delay 
between the appearance of the first symp- 
toms and the application made by the 
patient for medical treatment in cancer in 
every part of the body. The details are 
shown in the detailed tables; the general 
fact is made clear in the table which fol- 
lows: 


TABLE SHOWING THE DELAYS DUE TO THE 


PATIENT AND TO THE DOCTOR, IN 
PENNSYLVANIA IN 1910 AND 1923. 


Delay Delay 

SUPERFICIAL CANCERS: 1910 19238 
1. Average time between first 

symptoms and operation........ 18 mos. 14.6 mos. 
2. Average time between first 

consulting physician and op- 

CER a cemnceneeeeeemannmnen 13 mos. 4.5 mos. 
DEEP CANCERS: 
1. Average time between first 

symptoms and operation ...... 14 mos. 8 mos. 
2. Average time between first 

consulting physician and op- 

eration 12 mos. 3.9 mos. 


“Thirteen years of education have cut 
down the average time between the dis- 
covery of the first symptoms in superficial 
cancer and the first call on the doctor from 
18 months to 14.6 months, or 20 per cent. 
In cases of deep-seated cancer, the inter- 
val has been reduced nearly one-half. 


“And in these thirteen years, the doc- 
tors of Pennsylvania have learned the im- 
portance of prompt action sufficiently to 
have reduced the interval between the 
patient’s first appearance and the institu- 
tion of the treatment required from 13 
months to 4.5 months, or 65 per cent., in 
superficial cancer, and from 12 months to 
3.9 months, or about 70 per cent., in deep- 
seated cancer. 


“These are excellent results, and the 
Pennsylvania Cancer Commission and the 
people of Pennsylvania deserve the utmost 
credit for their accomplishment. The 
American Society for the Control of Can- 
cer means to bring them to the attention 
of the whole country. 





WiLpD—Cancer: Some of the Problems Connected With Its Control. 


“The reduction in the patient’s delay, 
the Commission says, while very real, still 
leaves too long an interval between the 
appearance of the first symptoms and the 
application for efficient treatment. Con- 
sequently, all proper and available methods 
of educating the public must be continued, 
amplified, and extended, so far as possible. 


“The Commission states that those who 
are engaged in the educational movement 
for cancer control should feel much en- 
couraged and stimulated to greater efforts, 
for, as they truly remark, it is easier to 
fight a winning fight than a losing one. 


THE DOCTOR’S DELAY. 

“A glance at the table here given shows 
that the doctor’s delay, or the time which 
elapses, after the physician is first con- 
sulted, before radical treatment is begun, 
has diminished at a more rapid rate than 
the patient’s delay. 


“In 1910 the attitude of the medical pro- 
fession toward cancer, the Commission 
Says, gave opportunity for considerable 
criticism. An examination of the records 
of the 1249 individual case reports relat- 
ing to the year 1923 has shown that most 
of the members of the medical profession 
are now serving the community well in in- 
stituting early treatment for cancer, but 
there still remain about 10 per cent. whose 
attitude is far from right. This is illus- 
trated by reports for breast and uterine 
cervix cancer. These are the largest and 
most representative classes. 


CANCER OF THE BREAST. 

“In 1910 the physicians first consulted 
for cancer of the breast did not make a 
local examination in 3 per cent. of the 
cases. In 1923 failure to make an examina- 
tion at the first visit was not noted once 
in the 227 breast cases reported. However, 
10 per cent. of the doctors first consulted 
are chargeable with 77 per cent. of the 
doctor’s delay. The average delay for the 
10 per cent. was 25.9 months per case. 
The 90 per cent. of doctors were account- 
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able for an average delay of only 0.9 
months per case, and 66 per cent. of the 
doctors first consulted allowed no delay, 
at all. 


“Twenty-nine, or 10 per cent., of the 
women applied to a doctor immediately 
after noticing a lump in the breast, a vast 
improvement over 1910. 


CANCER OF THE UTERINE CERVIX. 

“In 1910 the physicians first consulted 
did not make a local examination in 10 per 
cent. of the cases. In 1923 the figure was 
7 per cent. This was an improvement, but 
not enough. Ten per cent. of the doctors 
first consulted in the cervix cases are 
chargeable with 51 per cent. of the delay. 
The average delay for this 10 per cent. 
was 9.5 months per case. The remaining 
90 per cent. of doctors were responsible 
for a delay of 0.9 months per case. Fifty- 
seven per cent. of the doctors who were 
first consulted allowed no delay at all. 


“Nineteen, or 8.5 per cent., of the women 
applied to a doctor at once after noticing 
the first symptoms—again a marked im- 
provement over 1910. 


“Passing now from this notice of the 
principal, statistical part of the report, we 
may take up a consideration of a number 
of improtant comments with which the re- 
port concludes. The Commission says that 
these points were all generally known be- 
fore, but that the insistent way in which 
they appear again and again has made it 
seem desirable to emphasize them. What 


follows is in the language of the report 
itself : 


“1. Fibromyomata of the Uterus— 
These have been connected with cancer in 
two ways. In the 45 cancers of the uterine 
body, fibroids have been present before the 
malignant change in 7 cases, or about 1 case 
in 6. The very real danger of fibromyo- 
mata undergoing malignant change should, 
therefore, be definitely kept in mind in 
Weighing the indications for operation in 
any given case. 
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“In the Cervix—Of the 268 cases, there 
were 9 in which a_ previous supravaginal 
hysterectomy for fibroids had been done. 
This shows that it behooves the surgeon 
who does a supravaginal operation to care- 
fully note the condition of the cervix. It 
would seem that it is quite essential that 
at least the lacerated, eroded, and in- 
flamed cervices should not be left behind, 
but should be removed either by a primary 
panhysterectomy, or later by a_ vaginal 
operation, as seems best. If the cervix is 
not removed, the patient should, at least, 
be kept in close, follow-up observation. We 
believe that many very careful operators 
do not give the proper attention to the cer- 
vix in this connection. | 

“II. Cancer of the Skin—It seems that 
in skin cancer the doctor is most apt to 
muddle along. Table II shows the doctor’s 
long delay in cancer of the hand, arm, 
face, and lip. Why this is, we do not know, 
unless it is that the doctor is tempted to 
do the best he can with local applications. 
At any rate, it indicates an important point 
of attack in the propaganda directed to the 
medical profession. 


“III. Lectures—In many instances, 
where people have applied unusually early 
after noticing warning symptoms, the doc- 
tor has indicated the reason. The reason 
most frequently given, very decidedly, is 
“heard a lecture on cancer.” Dr. Bloodgood, 
who has, perhaps, the most intimate, per- 
sonal knowledge of cancer education and 
its effects, has said before that cancer lec- 
tures, especially to women, are the best 
means of educating the public. Our re- 
ports strongly bear out this opinion, and 
we hope that in future the lecture will be 
more and more considered the biggest gun. 


“IV. Miscroscopic Examination of Uter- 
ine Curettings—In at least two uterine 
cases a fatal delay was attributable 
to the miscoscopic report of curettings for 
diagnosis being returned non-malignant. 
We think that the frequency of such an 
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Esophagus ............ 27 57 aes 11 7.4 mos. 4.0 mos. 
i SR oe 19 55 31 40 16.0 mos. 5.7 mos. 
Miscellaneous ...... 34 43 32 28 15 mos. 13. mos. 


occurrence is actually much larger, and we 
feel that it is necessary to call attention 
very strongly to the fact that sections of 
curettings, at best, represent only a very 


small portion of the tissue at stake; the 
diagnosis is often very difficult, as there 


is at times little or no topography; and the- 


report from curettings must frequently be 
not representative. We, therefore, think 
that a negative report on curettings should 
weigh but little, if at all, in the face of a 
positive history, physical findings, and 
gross pathology. 


“V. Younger Patients Delay Less.—It 
has been very encouraging to note that the 
reports clearly show that in general it is 
the younger patients, especially the younger 





women, who apply for radical treatment 
soonest. We believe that this is a direct 
result of the educational campaign. 


“VI. Operability—It is at first sight 
quite puzzling to note that, though patients 
are applying earlier than in 1910 in many 
instances, the percentage of operability is 
less. 











This is undoubtedly due most to the | 


greater use of radium and X-ray, and f 
probably, to a lesser degree, to a general [7 


and wise narrowing among surgeons them- 
selves of the limits of operability in cat- 
cers of all classes. 


“VII. 
Malignant—This has already been met- 
tioned in the case of uterine fibromyomata. 
In three of the breast cases the change cer- 
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tainly took place. In one case the benign 
tumor had been present for 27 years. In 
a considerable number of other breast 
cases this change was probable, but could 
not be accepted as definite on account of 


meager data. There has seemed to be a 
tendency recently to deny the importance 
of change of a benign into a malignant 
tumor. We deprecate this tendency and 
feel that this change is a real danger, and 
that it should always be seriously con- 
sidered in dealing with non-malignant 
tumors. At best, they are foreign bodies.” 


In covering the first of the primary 
phases connected with the efforts to in- 
crease the number of cancer cures, we 
have practically covered the second, that 
is, the time elapsing between the visit to 
the family physician and the patient being 
referred for treatment. While it is, of 
course, essential that every patient receive 
a thorough and complete examination, and 
that consultation be had whenever there 
is a doubt, on the other hand, we have a 
responsibility in bringing the significance 
of our message to those members of the 
medical profession whom the Pennsylvania 
report terms the backward ten per cent. 


Periods of intensive activity, holding of 
special diagnostic clinics, conducting of 
“dry” clinics where results of previous 
treatment can be demonstrated, cancer 
symposia at County and State Medical 
meetings, the distribution of the medical 
handbook published by the American So- 
ciety for the Control of Cancer, and the 
preaching of cancer control in season and 
out of season, are not only useful in bring- 
ing the backward ten per cent. to a realiza- 
tion of the extreme importance of the sub- 
ject, but will also act as a stimulus to the 
forward ninety per cent. to increase their 
efforts so that the greatest good will accrue 
to the largest number. 


FACILITIES FOR DIAGNOSIS AND TREATMENT. 


While the underlying factors in cancer 
control are to have the patient recognize 


WiLD—Cancer: Some of the Problems Connected With Its Control. 








755 


the early symptoms, to seek immediate diag- 
nosis and be referred for proper treatment 
without delay, there are still other im- 
portant points to be taken into considera- 
tion. At times our knowledge is put to the 
severest test, at other times we wish con- 
sultation to have our opinion confirmed. In 
many instances the type of consultation we 
desire is not at hand. The establishing of 
diagnostic clinics will serve to remedy 
such conditions. These clinics should never 
be established, or the staff appointed, 
without first receiving the endorsement of 
the County Medical Society. 


Facilities for treatment, both for those 
able to pay as well as for the indigent, 
should be available everywhere. Particu- 
larly is this true for the larger centers. 
With the increasing importance of X-rays 
and radium these factors should not be over- 
looked in connection with treatment facili- 
ties, and as it incidentally means the ex- 
penditure of a considerable sum of money, 
our efforts will have to be all the greater. 


THE PREVENTION OF CANCER. 

In some instances the condition can be 
prevented, notably cancer of the mouth. It 
is to be remembered, while perhaps a sad 
commentary on our civilization, but never- 
theless a fact, that practically all cancers 
of the mouth occur on the male side of the 
human race—the dirty mouth. Jagged 
teeth, ill-fitting plates and chewing of to- 
bacco tend to produce chronic irritation 
and thus predispose to cancer. To a lesser 
extent, the disease can be prevented in 
other parts of the body, as for instance, 
repairing tears resulting from childbirth, 
and the avoidance of constipation. 

THE AMERICAN SOCIETY FOR THE CONTROL OF 
CANCER. 

This Society which is represented in 
every state of the union and every province 
of Canada, was established to lead the or- 
ganized fight against cancer by educating 
the public in regard to the prevention 
and cure of this malady and to endeavor 
to have facilities increased, not only for 
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diagnosis and treatment, but also for the 
prolongation of life and the amelioration 
of suffering of inoperable cases. 


The Society, by reaching people of all 
classes, carrying its message into every city, 
town, village, and hamlet, can justly be 
styled the arch enemy of the cancer 
scourge. The reason for its existence is 
among the most worthy of popular and 
scientific movements, attacking, as it does, 
one of the deadliest enemies of the human 
race—a disease, the cause of which has 
long baffled the world’s. best scientific 
minds. 


The organization was not founded by 
sociologists nor by welfare workers, but by 
members of the medical profession who 
believe that every member of the profession 
should be furnished with all available 
facts regarding cancer. The whole organ- 
ized movement for the control of cancer, 
therefore, is one instituted by physicians 
and primarily and essentially a physician’s 
undertaking and responsibility. 


CONCLUSIONS. 

We may distribute literature; obtain the 
cooperation of the press; the great mass of 
people may become intensely interested ; 
the nursing profession may render every 
assistance within its power; and while 
these agencies are of great help, above all 
is to be placed the doctor. It matters not 
whether the patient is sent to the physician 
by a member of the family, whether urged 
to do so by a friend, or whether discov- 
ered by a visiting nurse, after everything 
is said and done, it is the physician who 
must make the diagnosis and it is the phy- 
sician who must administer the treatment. 


DISCUSSION. 


Dr. W. W. Crawford (Hattiesburg): The 
thanks of this Society are due to Doctor Wild, 
as a representative of the American Society for 
the Control of Cancer, for having presented such 
an intelligent and comprehensive study of what 
all of us know today as the outstanding problem 
in public health work in the whole country. 
There is nothing that I might say in discussing 
Doctor Wild’s paper other than to endorse every 
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word of it. He has been very thorough. He 
would have to be a thorough man to represent 
the American Society for the Control of Can- 
cer, because as you know that Society is an un- 
selfish organization drawing its financial support 
from the liberality of the profession and the 
public at large over the United States, and it is 
doing a tremendous amount of educational work 
both within the lay and professional public. I 
think, therefore, that we are to be congratu- 
lated that we have had this paper presented to- 
day. I am sure it quickens in our mind the 
importance of going back home and getting in 
close contact with the needs of the public—the 
public that so much lack information on this 
very great question. 


One great trouble about cancer, as you know, 
so far as the lay mind is concerned, is that they 
have a lot of misconceptions. People must un- 
learn some things before they are ready to act. 
One of the first things that the lay mind must 
do away with is the conception, and it is an 
almost universal conception, that cancer and pain 
are synonymous terms, that unless you have 
pain you have no cancer. They forget what 
we know—that pain is a late symptom in can- 
cer; that when you have pain almost invariably 
you have a metastasis and the patient has gone 
beyond the pale of your service. It is these 
little lumps that point the way to malignancy 
and we must get that before the general public 
if we are to reduce the mortality in cancer. One 
of the great troubles with which we have had to 
deal has been the misconception professionally 
in this regard. We still are not able to come 
out with the clearness of the noonday sun and 
say to the public what cancer really is and what 
it signifies. Multiplied millions of dollars have 
been spent and are being spent in the vast lab- 
oratories of the world in the study of this dread 
disease, and yet we have had very little light 
upon it. 


Only a few months ago, as most of you know, 
Doctor Nuzum of Chicago, contributed one paper 
mm a symposium read before the American College 
of Surgeons at New York. Later I had the 
pleasure of talking to Doctor Nuzum in Chicago 
on this subject of the bacterial origin of can- 
cer. In the May number of the Southern Medi- 
cal Journal there was an editorial commenting 
on this paper. Doctor Nuzum claims that cancer 
is beyond question due to micro-organisms, and 
he claims to have developed the micro-organ- 
isms as a basis for his belief. In other words, 
he transmitted 38 cases of this infection from 
the human breast to mice and rabbits, establish- 
ing the metastasis in the liver and in the peri- 
toneal cavity in these cases. He did not have 
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the temerity to carry his experiments into the 


human species, except in one case. One old 
gentleman was innoculated with this material 
and showed the same type of cell as came from 
the human breast. 


I trust that the studies of Doctor Nuzum and 
others will bring to us a new conception of can- 
cer, 2 more definite conception of cancer. The 
American Society for the Control of Cancer can 
do a tremendous amount of work and we, as 
members of the profession, can do a great deal 
of work, but until we can combat a definite some- 
thing with a definite origin, until we can know 
just what line of attack we need, until we can 
go beyond the old conceptions of yellow fever 
and those other diseases that we fought in the 
dark and fought unsuccessfully, we cannot hope 
to accomplish a maximum of results in cancer. 
At the present time we are groping more or less 
and I think it is up to us to make use of the 
measures at our command and to make use of 
these educating things that are being sent out 
over the country by such men as the one who 
contributed the paper for our consideration to- 
day. It has been my pleasure to talk to lay 
audiences more than once on the subject of can- 
cer. I have scarcely been able to get out of 
the room before I have been confronted by some 
woman who said, “Doctor, I have had a lump 
in my breast for a long time and I would like 
to find out whether or not it is cancer.” Or, 
“Doctor, I have had some discharge that has 
been a little suspicious, and I would like to find 
out whether or not I have a malignant condi- 
tion,” and oftentimes on following up these 
cases we find we are dealing with malignancy. 
The tragic side is that so many of them are 
not getting this information—there are women, 
who through modesty stay at home, who are 
almost in the last stages. Last Saturday a woman 
came into my office, referred by a fellow prac- 
titioner whose office she had just visited, with 
a massive ulcerated breast—an enormous affair, 
already breaking down, and yet she had gone 
along with that terrible condition and of course 
had lost her chance of getting well. Somebody 
was at fault about that case; it may be she was 
at fault, but prejudice on the part of herself 
or her husband had kept her away from this in- 
formation that Doctor Wild has discussed, but 
the chances are that her doctor had not given 
her the information—did not wilfully withhold it, 
of course, but she did not receive it. We physi- 
cians are on the firing line and it is our re- 
sponsibility to see that the proper information 
is disseminated. 


Dr. J. S. Ullman (Natchez): I do not think 
there is any doubt that this is one of the most 
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important, if not quite the most important paper 
that we have had presented to us. Undoubtedly 
the rank and file of the profession is to be blamed 
because this teaching has not been broadcasted 
more widely in the past. A great deal has been 
said and done, but it has not reached every nook 
and cranny of this broad land. Some 25 years 
or more ago Professor Winter of Germany, made 
the statement that every woman who had borne 
children should be examined vaginally at least 
once a year, and yet it is the experience of every 
one doing gynecological work today that few 
women know of the necessity of such examina- 
tion. For a long time every one has been aware 
of the importance of consulting their dentist once 
or twice a year. I do not know whether the den- 
tists have proven themselves to be better propa- 
gandists than the physicians, but it is certainly 
high time that people were taught that they have 
other organs in the body equally as important 
as the teeth; and the possibility of other condi- 
tions than pyorrhea and abscessed teeth that need 
looking after at frequent intervals. 


Another point is the material sent to the path- 
ologist. The pathologist plays a most important 
part in the diagnosis of malignancy and particu- 
larly in the examination of the scrapings from 
the uterus. This much must be said in defense 
of the pathologist, that a great deal of the value 
of the report depends upon the thoroughness with 
which the surgeon curets the interior of the 
uterus. If he makes a few slight strokes with 
the curet and stops simply because he has gotten 
out four or five large masses of scrapings, it does 
not mean that the pathologist will have material 
from every point in the interior surface of that 
uterus. Very often, too, after the surgeon has 
taken a tumor from the breast or some other 
part of the body, he may feel that he has to 
cut that tumor to see what the gross appearance 
is, and by the time he gets that mass into the 
hands of the pathologist it is no longer fit for a 
thorough examination. 


Dr. L. S. Lippincott (Vicksburg): I want to 
say another word in defense of the pathologist. 
As a pathologist I believe that every tissue pro- 
cured at operation should be examined macro- 
scopically or grossly and then that it should be 
examined microscopically. We quite often get 
a good idea from the macroscopic examination, 
but I would hesitate very much to make a diag- 
nosis of non-malignancy, or of benign tumor, 
without a microscopic examination, and I do not 
do it. 


In regard to the mass that is removed, the 
pathologist has to take usually several sections 
from the different areas, but if you get only a 
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little blood and mucus, labelled curettings, you 
have no choice; you have to examine what is 
given to you. The trouble is there are too few 
tumors that are being examined. The statistics 
in the large clinics show that a diagnosis that 
is wrong has been made from gross findings in 
at least 25 per cent. of cases; in many of them 
much higher than that. The patient deserves 
to know whether the tumor is likely to recur, 
and of course the reputation of the doctor is 
better if he can give the patient a correct prog- 
nosis, 


Dr. Joseph E. Green (Richton): I am not 
able to discuss cancer, but I know it is the great 
problem confronting the medical profession. I 
have had one case however, that I would like to 
report. Doctor Crawford saw her, too, and per- 
haps he will comment on it. A few months ago 
I had a young lady whom I had seen with another 
doctor, who had a large osteosarcoma of the hip 
joint. I referred her to Dr. Crawford, who 
made a diagnosis that the case was inoperable. 
She came back home and the trouble grew worse 
until she was taking from a half to one grain of 
morphine a day to keep down the pain. I saw 
that Dr. Crawford had been up north to get a 
new caneer cure, and I wrote to him about it. I 
finally took this young lady there and he gave 
her one shot, and that woman from that day 
until this has not had a dose of morphine. She 
was walking with a stick when she left and today 
she is walking the streets of the town without 
any aid. She has gained 15 pounds in weight 
and is getting well. As a result of this I sent 
others there and they are getting better. From 
the effects it had on that young woman, I think 
the men ought to investigate the thing, and per- 
haps try it. I wish Docor Crawford would tell 
us about it. 


Dr. W. W. Crawford (Hattiesburg): There 
are two reasons why I did not mention that. In 
the first place, I wanted to address myself to a 
discussion of the doctor’s paper, as I was sup- 
posed to do. The second reason is that I thought 
I was not ready to discuss before this body of 
men what I have only merely hinted at, that I 
thought there were greater things to come in 
the treatment of cancer, and I trust that in a 
year from now I may be able to make a more 
definite report. I have investigated, as one or 
two other men living in this section of the south 
have done, a treatment for cancer that is just 
now under the ban of the medical profession, 
and I think Doctor Wild will tell you that the 
American Society for the Control of Cancer, the 
American Medical Association, and the Detroit 
Medical Society, think this fellow is a fakir. It 
is a treatment that is gotten out by a man in 
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Detroit, who has an A. B., an A. M. and a Ph. }). 


from the University of Michigan, and who one 
was Professor of Physiology in the Detroit Me.!- 
ical College, and who is curing cancer today. I 
had the pleasure of visiting his clinic. I went 
there and saw cases in all processes of recovery, 
patients from childhood up to 87 years of age, 
getting well, and a great many of them were 
cases that were of the inoperable type. We see 
a great many of these inoperable cases, as you 
know. I have seen this year many of such cases. 
I can only quote you what Doctor Fields, Direc- 
tor of the Radium Institute of New York, said 
when he visited this man’s clinic. He said, “I 
do not want to see anything except that which 
the knife, radium and X-ray cannot reach.” He 
says this man showed him 34 cases that seemed 
to have been cured. 


I am treating an old man whose brother lives 
in the vicinity of Detroit. This man is a patient 
of mine from the town of Wiggins. I sent him 
home last November to die of cancer of the 
stomach, but after having made a careful analy- 
sis of his case on February 19th, I gave him 
cne dose of this chemical and he is making rapid 
improvement. His hemaglobin is 90 per cent., and 
he has made distinct advance. I have a number 
of cases under this treatment, but I am not 
prepared to make a report. I do not believe 
in making a premature report and I know most 
of you men would ban this treatment, because 
the man is not in good repute. But neither was 
Harvey when he discovered the circulation of 
the blood, nor Jenner, when he introduced vac- 
cination. This man has cured 60 per cent. of 
cancer. These patients have definite and vio- 
lent reactions depending upon the massiveness 
of the cancer, over a period of three months. 
I am not making an official report, but within 12 
months I shall have had a number of cures, or 
I shall have failed to cure enough of them to 
make an adverse report. I might say that I 
took the trouble to investigate this because, hav- 
ing operated a hospital for 24 years, I have been 
having these cases come to me in ever increas- 
ing numbers and have had to send them back 
home to die. One case that was considered an 
inoperable cancer of the stomach has had two 
doses and is now greatly improved, whether he 
will get well, I do not know, but nothing else 
did that. It makes no difference what the source 
of the treatment, or what the Detroit Medical 
Society or the American Medical Association, 
or what you may say about it, if we get some- 
thing that cures these cases, then I shall cer- 
tainly give it to them. The cases I am treat- 
ing are being treated without any remuneration. 
I am not charging them a cent for my services. 














Id 
You may say it is an experiment. 


not feel warranted in making any charge. 
It is, but it 
jis an experiment that will help you and your 
patients, because it will place this big subject 
on 2 more definite basis and if we cure 5 per 
cent. of inoperable cases of cancer, then we shall 
save five people that otherwise would die from 


cancer. 


Dr. Oscar Dowling (New Orleans): Does he 
make the preparation himself, or does he have 
it made, and if he does, does he know the con- 
tents? 


Dr. Crawford: No, I do not know the con- 
tents. It is a synthetic chemical made by this 
man and he has been making it for ten years. 
Doctor Allen and another doctor in New Orleans, 
visited his clinic and both were so much im- 
pressed that they are using it. Doctor Allen 
told me last week that he had three or four defi- 
nite cures since he began the use of it during the 
holidays. This man, as soon as he gets a definite 
recognition from a professional, wants to give 
these cures to the profession, but they have 
fought him in every way. Apparently, he is 
very frank and he does not have the earmarks 
of a charlatan. He is 39 years old and was 
born and reared in Detroit. 


Dr. William F. Wild (closing): The magni- 
tude of the subject of cancer cures is almost 
beyond comprehension, as there are so many of 
them. Perhaps, as Dr. Crawford says, before we 
come to any definite conclusion on any one 
cure, we had better wait awhile and ascertain 
if the patients who have been cured are alive 
a year hence. Not so very many months ago 
I was speaking with a physician in Chicago who 
at one time had similar hopes and similar infor- 
mation to give about a cancer cure, and he told 
me that the patients are now getting worse 
again. 


There is at least one hundred thousand dollars 
in prize money awaiting a medical cure for cancer, 
so this much incentive exists not to keep a cure 
for cancer a secret. 


It may be contended that some individuals 
cannot obtain from the medical profession the 
recognition they deserve, but we have recog- 
nized Pasteur and Koch and Lister, and almost 
a host of others, and perhaps we will recognize 
a few more if they can give definite and con- 
crete information as to what they have and what 
they are preventing or curing. 


The American Society for the Control of Can- 
cer stands ready to exert every effort within its 
power to have investigated any cancer cure that 
could reasonably be expected to possess some 
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merit, provided the inventor, founder, or dis- 
coverer will come to us with an open formula. 


I will go further than Dr. Crawford and say 
that any remedy that saves, not five per cent. of 
inoperable cases, but any, certainly deserves con- 
sideration. The question, however, in our mind, 
and I am not speaking of any one cure, but of 
the multiplicity of cures, is how much good do 
they do? 


Relative to the discussion in connection with 
the pathologists reports: The part of the Penn- 
sylvania report, that I read, dealing with patho- 
logical findings did not intend to convey that 
we should not rely upon the pathologists’ report, 
but that we should be careful that the specimens 
submitted are representative and not simply 
some piece of tissue that has been curetted off. 


I thank you. 





LACTIC ACID MILK IN INFANT 
FEEDING.* 


F. S. HILL, M. D., 
GRENADA, MISs. 


The use of sour or fermented milk is not 
new. It was first used in Holland in the 
form of buttermilk, which is a by-product 
of the dairy industry. It was discovered 
that infants with severe intestinal dis- 
turbances could digest buttermilk when 
other forms of food met with failure. At 
first the increased digestibility was at- 
tributed to the low fat contents of butter- 
milk, but this was soon disproved as skim 
milk, which has the same percentage of 
fat—that is to say, 1%—did not meet with 
the same success. In Holland and Ger- 
many the milk was boiled so the lactic acid 
organisms could not be the important 
factor. As a result, for a number of years 
buttermilk was used with the knowledge 
that it could be taken by delicate infants 
with gastro-intestinal disturbances when 
other forms could not be tolerated, without 
the reason for this being known. 


Within the last few years, attention has 
been turned by Howland and Marriott to 





*Read before the North Mississippi Medical 


Society, June 17, 1925. 
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the buffer salts of cow’s milk which are 
present in much greater quantities in cow’s 
milk than in breast milk. These buffer 
substances are chiefly the increased pro- 
tein and mineral contents of the cow’s milk. 
They found that a quantity of fresh cow’s 
milk would reqtire three times as much 
N/10 hydrochloric acid to bring it to the 
neutral point as would the same quantity 
of breast milk. From this fact they rea- 
soned that cow’s milk would therefore re- 
quire more acid in the stomach than would 
breast milk before digestion would begin, 
and this was found to be the important 
feature in the use of buttermilk. 


In order to obtain a standardized milk, 
or rather a lactic acid milk, various organ- 
isms of the lactic acid group have been 
used as cultures, both in skimmed and 
whole sweet milk. In many cases it was 
important to use the whole sweet milk as 
it was not possible to give sufficient nour- 
ishment when the cream was removed. 


The method I have used in the past three 
years in making lactic acid milk according 
to the formula has served me unusually 
well. No. 1: Boil one pint of fresh sweet 
milk, allow it to cool, put in one lactone 
tablet, stir vigorously for about five min- 
utes, allow to stay in a warm place twenty- 
four hours or until it sours thoroughly. 
The length of time it takes to sour, of 
course, depends upon the warmth of the 
place in which it is kept; however, you can- 
not get it too sour. This pint is your cul- 
ture material for making milk, and, if kept 
on ice, is good for seven days. No. 2: Boil 
one quart fresh sweet milk, allow it to cool, 
and add two tablespoonfuls of your culture, 
and stir well. Allow it to stand in a warm 
place twenty-four hours. Then by adding 
your sugar to make it more palatable, and 
to increase food value, the milk is ready 
for use. 


Blue Label Karo syrup (brown) is the 
sugar of choice to be used as it can be used 
in larger quantities than any other sugar 
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without disturbances. I know of one baby 
whose mother misunderstood the doctor’s 
directions and gave equal parts of Karo 
syrup and lactic acid milk. The baby was 
not seen until a month later and had made 
an enormous gain without any apparent 
trouble. The brown Karo syrup is manu- 
factured by the action of sulphuric acid on 
corn starch, which gives a product of 
constant proportions: dextrin 55%, maltose 
35%, glucose 10 %. It differs from the 
other dextro-maltose compounds on the 
market in that the percentage of dextrin is 
higher. This is an important factor, as 
dextrin ferments quite slowly and gives 
greater opportunity for absorption before 
causing diarrhoea. These facts have ap- 
peared in the literature on several occa- 
sions, but still the use of lactic acid and 
Karo syrup is not very widespread. 

To summarize: In infant feeding one 
should select a food first of all that a baby 
can digest: next, he should select one that 
can give the most without causing dis- 
turbances. 


One ounce of lactic acid milk is equiva- 
lent to one ounce of whole cow’s milk. 
They both have a caloric value of 20; by 
adding one ounce of Karo syrup to a quart 
of lactic acid milk you increase your food 
value approximately 120 calories. That is 
to say, one quart of lactic acid milk has the 
same food value as one quart of cow’s milk 
plus approximately 120 calories, which goes 
to show that when an infant takes this and 
handles it well you are giving him more 
food than in any other milk. 


I am reporting three cases fed on lactic 
acid milk during the past several months: 


No.1. Baby L., age six months, female, weighed 
nine pounds, two ounces, brought to me May 1, 
1925. Physical examination showed a very pale 
baby, slight cranio-tabes, ribs beaded, epiphyses 
slighty enlarged, typical pot belly and in appear- 
ance much emaciated. This baby was put on 
lactic acid milk and Karo syrup, and it was re- 
quested that it be returned every ten days. It 
gained ten ounces the first ten days, eight ounces 
the next ten days, and in the next ten days it did 











not make a gain. On examination I found bulging 
ear drums and punctured same. Five days later 
the baby was brought back to me for inspection 
of ears and I found that it had gained eight 
ounces. This baby is still under my care and this 
report carries it up to date. 


No. 2. Baby E., was brought to me April 5, 
1925. Boy, five months old, weighed eight and 
three-quarter pounds. Its parents gave a history 
of the baby having a severe hemorrhage from its 
cord, the fourth day after birth. Physical exam- 
ination showed a very anemic baby; red cell 
count 2,400,000; rather lifeless in appearance and 
much emaciated. This baby was put on lactic acid 
milk and returned to me ten day later; had made 
a gain of twelve ounces; ten days later it showed 
a gain of eight ounces; the next ten days it made 
a gain of ten ounces; since that time its gain has 
been continuous, from six to eight ounces weekly, 
according te reports from the mother who lives 
in an adjoining town. 


No. 3. Baby J., was brought to me, May 5, 
1924. Female, age eight months; weight nine 
pounds, four ounces; rachitic and emaciated in 
appearance. This baby was put on lactic acid 
milk with some cereal feeding and vegetables, such 
as spinach and carrots. It was seen two weeks 
later, and had gained two pounds, and eight weeks 
later it weighed eighteen pounds. At twenty-two 
months old the baby is apparently a normal child, 
and weighs twenty-two pounds. Of course, this 
child had other things than lactic acid milk after 
the first year, but I believe the lactic acid milk 
started her on the road to health. 





“INSULIN-AN ADJUNCT IN THE 
TREATMENT OF PERSISTENT 
AND PERNICIOUS VOMITING 

IN PREGNANCY, WITH RE- 
PORT OF A TYPICAL 
CASE.”* 


THOMAS B. SELLERS, M. D., 


New ORLEANS. 


Three years ago I read a paper before 
this Society on “Pernicious Vomiting in 
Pregnancy.” Since that time I have made 
changes in my treatment, principally due 


to the discovery of insulin. 








*Read before the Orleans Parish Medical So- 
ciety, February 8th, 1926. 
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There has been much discussion about 
the importance of making a differential 
diagnosis between persistent vomiting and 
pernicious vomiting of pregnancy. I be- 
lieve that stress should be put on early 
treatment, rather than on the type. In my 
experience at least 60% of women vomit 
some time during pregnancy, but per- 
nicious vomiting is comparatively rare. 
Charity Hospital records show 12,185 
obstetrical cases and abortions handled 
since Jan. 10, 1922, with 16 cases of per- 
nicious vomiting and 24 cases of persistent 
nausea and vomiting. 


During 1924 and 1925 Touro Infirmary 
records show 1,284 cases handled with 27 
cases of persistent and pernicious vomit- 
ing of pregnancy. 


The only available statistics we have 
are hospital statistics and these in my 
opinion show a higher percentage of per- 
nicious vomiting cases, as most of the per- 
sistent and pernicious vomiting types are 
sent to an institution—while the majority 
of the obstetrical cases are handled at 
home. 


There are almost as many theories ad- 
vanced as to the etiology of vomiting of 
pregnancy as there are authors. This is 
proof that we know very little about the 
real cause. 


J. C. Hirst contends that the lack of cor- 
pus-luteum is the cause of this form of 
toxemia of pregnancy and advocates the 
intravenous and hypodermatic use of cor- 
pus-luteum. 


Williams has demonstrated that there is 
a deficiency of secretions from the adrenals 
and the administration of adrenalin has 
a curative effect. He has also shown that 
there is present throughout pregnancy a 
slight or moderate reduction of the blood 
alkaline reserve. 


“Titus and Gevins maintain the theory 
that the pathological progress of a toxema 
is dependent upon a carbohydrate de- 
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ficiency in the material organism in re- 
gard to the impairment of the physiological 
activity of the liver when unduly depleted 
of glycogen.” 


William Thalhimer believes that in preg- 
nancy there is a fundamental change in 
the carbohydrate metabolism and not merely 
a carbon-hydrate deficiency. 


From my personal observation, I am of 
the opinion that all cases of persistent 
vomiting of pregnancy are associated with 
a varying degree of toxemia. The toxemia 
starts nausea and vomiting, associated with 
a slight acidosis. The disgust for food 
and the inability to retain it, if eaten will 
cause a_ starvation acidosis which will 
naturally intensify the nausea. This con- 
stitutes a vicious cycle, therefore, we must 
first try to eliminate the acidosis. 


I cannot believe that neurosis plays as 
big a part as is generally thought by the 
medical profession. Many nervous and 
pampered women that I have treated were 
not troubled with nausea—on the other 
hand, some of the worse cases have been 
women of the placid type. Much depends 
on getting the co-operation of the patient. 
By co-operation, I mean to get them to eat 
in spite of nausea and their disgust for food. 
I admit that persistent nausea is more fre- 
quently seen in the neurotic type, because 
they are more difficult to handle. 


I agree with Thalhimer that the most 
plausible explanation of toxemia in early 
pregnancy is a defective carbohydrate 
metabolism, rather than a deficiency in 
the carbo-hydrates in the maternal organ- 
ism as suggested by Paul Titus. 


In my first paper I reported a case of per- 
nicious vomiting of pregnancy in which I 
gave large qualities of glucose through a 
duodenal tube. She developed an alimentary 
glycosuria. At one time the urine showed 
4% sugar. In spite of the excessive carbo- 
hydrates, alkalies and large quantities of 
fluid, he toxemia increased. We decided 
her condition justified emptying the uterus, 
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which we did. She died shortly afterwards. 
I am of the opinion that 
have helped this type of case. 


insulin would 


I do not think it amiss to run over my 
routine treatment of the mild type of case. 


First—I study my case psychologically 
and gain her confidence and interest. Then 
I try to help her over her difficulties— 
many patients are frightened, and some 
do not want children for various reasons. 
This mental depression plus nausea is hard 
to throw off without intelligent outside as- 
sistance. 


Second—All mal-positions of the uterus 
are corrected. Some times it is necessary 
to give a short gas anesthetic to do this. 
I recommend my patients to take knee- 
chest position 5 or 10 minutes, three times 
a day. I only mention dilatation of the cer- 
vix to condemn it. 


Third—I recommend to the patient to 
take nourishment every two hours and at 
least four meals a day, preferably, solid 
food, rich in carbohydrates, such as 
crackers, bread, bitter chocolate, raisins, 
dates, baked potatoes, stewed fruit, fresh 


vegetables, cereals, plenty of milk and 
water. 
Fourth—It is important to keep the 


alimentary canal open. Often it is best to 
leave the type of laxative to the patient. 
If there is no preference, I try milk of 
magnesia. 


I have given sodium luminal before meals 
(two grains), or one and one-half grains 
hypodermically, with excellent results in 
mild cases. In the more persistent cases, 
I isolate the patient, preferably in a hos- 
pital. A Murphy drip is started, 8% glu- 
cose and two and one-half per cent. sodium 
bicarbonate. After about 1000 c.c.s are 
given, slowly, I inject 5 to 10 units of 
insulin. 


If this fails, I resort to giving glucose 
through the duodenal tube, in certain cases, 











as described in my first paper, followed by 
the careful administration of insulin. 


In the more serious cases, or cases where 
it is impractical to use the duodenal tube; 
1000 c.c.s of 5% of chemically pure glu- 
cose solution is given preferably by the 
Matas-intravenous drip. For every two 
grams of glucose one unit of insulin is 
given hypodermically. This is repeated 
in six hours. Up to the present time, the 
above method has proven 100% efficient 
in my hands. 


Mrs. M. White, age 26, admitted to the Hospital 
May 16, 1925. Complaint: Nausea and vomiting. 


Present Illness: Four weks ago she began hav- 
ing weak spells, felt as if she would faint, but did 
not. One week later she began vomiting bile-tinged 
fluid, at least 10 times a day. She was unable 
to sleep at night on account of nausea. Two weeks 
later she began to retain her food but vomited 30 
or 40 minutes afterwards, and was constantly 
nauseated. At present, she has marked pain in the 
lower abdomen, especially after vomiting. She 
has lost about 40 pounds in weight and feels very 
weak, unable to get up. Bowels constipated through- 
out this time. For the past two days she has 
suffered with frontal and occipital headaches. 


M. History. Menstruation began at age of 15, 
regular, every 28 days, until March 5, 1925. Has 
not menstruated since that time. Has always suf- 
fered with dysmenorrhea. No leucorrhea. 
Measles, tonsillitis; tonsils re- 
Several attack of 


Past History: 
moved about seven years ago. 
nettle-rash several years ago. 

Physical examination: Fairly well developed, 
poorly nourished, white female, face drawn and 
anxious and worn, very restless in bed, note yel- 
low discoloration of sclera, eyes sunken with deep 
circles under them, skin dry and dehydrated; pulse 
from 100 to 120. Temperature 98° to 99°; head 
and neck negative; heart and lungs negative; 
blood pressure—systolic 90; diastolic 70; abdomen 
negative, except for generalized tenderness; urine-- 
specific gravity 1024, acid reaction, no albumen, 
no sugar, acetone 4 plus, indican one plus. Micro- 
scopic negative. 

Blood Chemistry: 

Total non-protein nitrogen........ 
Urea Nitrogen 
Creatinine 
Urie Acid 
I ies in 


37.5 mgs. per 100cc. 
18.7 mgs. per 100cc. 
1.5 mgs. per 100cc. 
5.33 mgs. per 100cc. 
91 mgs. per 100cc. 














On admission to the Hospital, May 16, 1925, at 
6:30 P. M., a high flush was given and procto- 
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clysis 8% glucose and two and one-half per cent 
sodium bicarbonate. Also two grains sodium 
luminal was given hypodermically. Patient vom- 
ited several time during the night. Early in 
the morning of the 17th, 1000 c.c. of 5% glucose 
was given slowly by Matas intravenous drip. When 
500 c.c. had been given, 25 units of insulin were 
given and at the completion of the ccs 20 
units were given. The rapidity of her pulse had 
decreased 12 beats per minute at the completion 
of the infusion. 


During the day the proctoclysis was continued, 
and the patient only vomited twice. The second 


day she retained 420 calories of food. Urine 
showed one plus acetone. 
On the 18th she continued to improve. On 


the 21st. the urine was free of acetone and patient 
took full diet. 


On the 26th. patient was allowed to walk, nour- 
ished well; blood pressure—systolic 110, diastolic 
78. She was discharged cured on the 28th. 

In my first paper, I reported from the 
Charity Hospital records, a mortality of 
43.75% for three years, ending Jan. 10, 
1922. The uterus was emptied in 18.75% 
of these cases. 


In 1922 and 1923 Charity Hospital rec- 
ords showed six cases of pernicious vomit- 
ing. The uterus was emptied in one case 
(16.66%). There were four deaths, or a 
mortality of 66.66%, one of which had ad- 
vanced pulmonary tuberculosis. Omitting 
this case the mortality was 50%. Insulin 
was used in one case that recovered. There 
were 12 cases of persistent vomiting, all 
of which recovered. 


In 1924 and 1925, there were 10 per- 
nicious cases, uterus not emptied in any 
case, four deaths, or a mortality of 40%. 
Two were in coma when they were ad- 
mitted to the hospital, one of these had 
broncho-pneumonia. One had pyelitis, one 
toxic myocarditis. Insulin and glucose was 
used in five of the 10 cases treated. 


Theve were 10 cases of pernicious vom- 
iting and 17 cases of persistent vomiting 
of pregnancy handled at Touro Infirmary 
during 1924 and 1925. Eight of the above 
cases of pernicious vomiting received glu- 
cose and insulin with satisfactory results, 


764 


all of which showed a very heavy acetone 
reaction. Labor was induced on one case, 
which had received glucose by hyperder- 
maclysis. Another case that did not receive 
either glucose or insulin had a spontaneous 
abortion. 


In concluding, I want to emphasize the 
importance of trying the simpler methods 
first and resort to the use of intravenous 
glucose and insulin in the more _ sevee 
cases, but do not wait too long. 


DISCUSSION. 


Dr. E. L. King: There is one point that is 
of great importance in this question of the vom- 
iting of pregnancy, and it is very difficult to 
determine: What is pernicious vomiting? What 
is the difference between the normal vomiting 
of pregnancy and the pernicious type? It is 
very hard to say. We have no reliable criteria. 
There are no reliable laboratory or clinical find- 
ing to which we can pin our faith in making a 
differential diagnosis between simple hypere- 
mesis and pernicious vomiting. We do feel that 
Pinard’s method is of value. This authority 
teaches that any woman, suffering from vomit- 
ing of pregnancy, who has a pulse which is per- 
sistently over 100, should have the uterus emptied. 
This appears to be rather drastic rule, but it is 
a point of very considerable importance. 


Another valuable point is a rise in temperature, 
no matter if there is only a slight elevation. Then, 
too, we have jaundice, which is unfavorable, even 
if there is only a slight tinge of the sclera and 
a muddy tinge of the skin. Still another point 
upon which I place a great deal of importance is 
the clinical condition of the patient. If these 
women can be made to feel better, we are hope- 
ful, but if, in spite of our treatment, they do 
not experience any improvement, we consider that 
we are losing ground. 


The urinalysis does not help us much. We 
have been trying the various liver function tests 
recently, but have not done enough along this 
line to be able to express an opinion as to the 
value of these tests. The question of the reliability 
of these methods of investigation (Rosenthal dye, 
etc.) is a matter that is still open for discussion. 


So our treatment is based upon our clinical 
opinion as to whether any given case is of the 
pernicious type or not. We have followed very 


much the same line of treatment as that outlined 
by Dr. Sellers: rest in bed, carbohydrate feed- 
ing, and sedatives (e.g:, sodium luminal). This 
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will suffice for the milder cases. When we get 
cases which we class as pernicious I believe that 
we should start energetically with glucose, pre- 
ferably by the intravenous route. We are usually 
wasting time when we resort to hypodermoclysis 
or proctoclysis. We use a slow drip, something 
like that of Dr. Matas, giving 1000 ec.c. in three 
or four hours; then we discontinue it. In twelve 
to twenty-four hours we give another. We use in- 
sulin in our work at the Charity Hospital along 
with the glucose. Titus claims that insulin should 
not be given, as the glucose is of value for storage, 
and the insulin burns it up. Thalhimer recom- 
mends the use of insulin. Sc we have these two 
men with two different ideas. 


We have handled in our service seven cases 
in the past two years. Most of these are re- 
ported on Dr. Sellers’ paper. Of these seven, four 
were promptly relieved. They were very sick when 
admitted. The fifth was absolutely hopeless. She 
came in with a pulse of 180, was jaundiced and 
comatose. We gave her glucose by the Matas, 
drip. She died of terminal broncho-pneumonia. 
Another patient, last summer, had been vomit- 
ing for several weeks. We tried in her case the 
glucose treatment, giving it both hypodermic- 
ally and intravenously. We then resorted to the 
intravenous drip, without success. We finally 
passed a duodenal tube through the pylorus. 
There was no more vomiting. She was fed through 
the tube, which was left in for five days. She 
died of myocarditis four weeks after the vomit- 
ing had ceased. We had advised an abortion 
earlier, but this was refused. In the last case 
we also used insulin and glucose, but in spite 
of treatment she became very weak, and her 
pulse went up to 140. A therapeutic abortion 
was performed, and she recovered. 


I believe a short trial of intensive treatment is 
the best course to pursue. If, at the end of three 
or four days (or perhaps a week) we have not 
been able to secure any improvement, the patient 
is still vomiting, still has acetonuria, and shows 
no change for the better, it appears that thera- 
peutic abortion is the only thing left. These 
mortality figures from the Charity Hospital, 
quoted by Dr. Sellers, show that we have waited 
too long in some instances. However, some of 
these patients refused therapeutic abortion. To 
repeat, I believe that, if there is no improvement 
after a thorough course of intensive treatment, 
it is better to induce abortion, and not to wait 
‘until it is too late, in which case interference 
often only hastens the end. 


Dr. Walter E. Levy: I have been interested 
in the question of the vomiting of pregnancy 
and the toxemias of pregnancy in general, 
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especially as regards sugar metabolism. I do 
not think that we are always able to make a 
distinction between starvation acidosis and the 
true toxemias of vomiting cases. Nevertheless, 
I believe from some work that I have done at 
the Touro, that in toxemias of pregnancy we 
have a low blood sugar and a low CO-2 combining 
power. This is indicative of acidosis. Mann, in 
his work on hepatectamized dogs, has found that 
the blood sugar fell 50% and muscle glycogen 
fell 50%, and the dogs had convulsions and be- 
came comatose and died. He also found that by 
administering glucose, the dogs could be kept 
alive for a considerable period. It is the reason- 
ing by analogy. I see no difference whether you 
take out a dog’s liver surgically, or destroy a 
woman’s liver by a toxin. The end result should 
be the same as the liver is the chief organ for 
sugar metabolism. We have had to date five 
cases of severe vomiting and we have never 
failed as yet with glucose and insulin. We have 
not had to enter the uterus since using this plan 
of therapy. 


In our last two cases, I have purposely tried 
glucose by hypodermoclysis and I agree with what 
Dr. King said in his discussion—it is of no value. 
It must be given by vein. We adhere as closely 
as possible to the original Thalhimer technique. 


Another thing that strikes me is the diet that 
we feed in toxemias of pregnancy. If what I 
maintain is right, I think we are wrong restrict- 
ing proteins. I think the fats should be taken 
away from the diet. Another interesting thing,— 
until recently we have been giving alkali to com- 
bat the “acidosis.” In looking up Mann’s work 
on these dogs, I find that he says sodium bicar- 
bonate has no effect on them. Another interest- 
ing fact is that milk sugar has no beneficial ef- 
fect. According to him, there are only four or 
five sugars that do any good: glucose, manose, 
dextrin, maltose and galactose. 


The question of the degree is purely a relative 
one. The case can go on to a state of dehydra- 
tion. The thing to do, is to start treatment of 
some type immediately. Our most dramatic re- 
sult was the first case we had. The woman was 
even vomiting blood. We were a little dubious 
about givirig glucose and insulin. We tried treat- 
ment by proctoclysis and hypodermoclysis for 48 
hours with no results. We then gave her 600 cc. 
of a 10%, glucose with 20% of insulin. That night 
she ate soft diet and had a full tray for break- 
fast the following morning. Sometimes they get 
a slight chill, but I have never seen any untoward 
results. 


Work done on fifty cases of the toxemia of 
pregnancy has shown us that the blood sugar 
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is lowered and the CO-2 combining power is low- 
ered. A report of this work will shortly appear 
in Surgery, Gynecology and Obstetrics. 


Dr. H. W. Kostmayer: I enjoyed Dr. Sellers’ 
paper very much; the subject is very interest- 
ing because it is difficult to solve. I have tried 
to make the subject practical for my own use. 
From the very fact that authorities of equal 
weight disagree so much on the etiology, one is 
led to believe there are several types of vomit- 
ing of pregnancy. 


We have the mild vomiting of pregnancy. In 
this type of case I try corpus luteum by mouth; 
if the case is severer, I try adrenalin, or some- 
times, both. Then, there is a still severer form 
of vomiting of pregnancy which calls for rest in 
bed. I try this, with proper diet and medication, 
and if this is not sufficient, I move these cases 
to an institution. If, after a reasonable time, 
there is no improvement after insulin and glu- 
cose, proper diet, intestinal evacuation daily, and 
rest in bed, and the pulse is over 100, with vom- 
iting and jaundice, then this is a case for empty- 
ing of the uterus. This is the way I have sys- 
temitized it in my practice. 


I would like to comment on the fact that in 
the colored obstetrical service for several years 
we have not seen persistent or pernicious vomit- 
ing of pregnancy. It is rather striking. There 
must be something in the etiology with reference 
to this. Perhaps it is the plainer living and diet 
of the negro; perhaps it is the fact she is closer 
to nature. The negress is not prone to any vom- 
iting of pregnancy. One rarely sees it. 


Dr. T. B. Sellers (closing): I wish to thank 
Dr. King for his detailed report of some of the 
cases treated at the Charity Hospital. Dr. King 
recommends emptying the uterus early, but I can- 
not agree with him. I am confident that glucose 
and insulin will solve the problem. Even before 
insulin was used in the treatment of pernicious 
vomiting of pregnancy, I questioned the advis- 
ability of emptying the uterus. The only case 
of pernicious vomiting in pregnancy which I lost 
was one that I emptied the uterus. The condition 
of the patient was very good three hours before 
we decided it necessary or wise to empty the 
uterus. I believe that glucose and insulin would 
have cured this case. Statistics from the various 
hospitals in New Orleans show a very high mor- 
tality in cases where the uterus was emptied. 


I would like to congratulate Dr. Levy on the 
excellent work he is doing on the toxemias of preg- 
nancy. I have followed his work with a great deal 
of interest and hope he will explain just how glu- 
cose and insulin help this type of case. My work 
has been entirely along clinical lines. 
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APPENDICITIS.* 
E. S. BRAMLETT. M. D., 
OXFORD, MIss. 


In presenting a paper on appendicitis I 
realize that there has probably been more 
written on this subject than on any other 
abdominal condition. On account of an ap- 


parent epidemic of appendicitis in the past 
few months, it may be worth while to say 
something on this subject. Should I, by 
chance, say anything in this paper which 
will stimulate any one physician to make 
an early diagnosis and insist on an imme- 
diate operation, I consider the time well 
spent. For, in my judgment, we only get 
the best results where the diagnosis has 
been early and the operation immediate. 
The removal of the appendix is now being 
performed by so many physicians that the 
operation is considered of a minor class. 
There are times, however, when the opera- 
tion slips into the major class, especially 
when the diagnosis has been delayed or 
treatment has been instituted with the 
hope of tiding the patient over the present 
attack. 


Recently I had referred to me for oper- 
ation a little girl eight years of age. Just 
nine days previous her family physician 
was called and he made a diagnosis of 
appendicitis and advised operation. This 
the family refused. Treatment was insti- 
tuted and an occasional dose of oil, an ice- 
bag to her abdomen, a restricted diet, was 
the procedure. She suffered quite a good 
deal until the third day, when she got easy. 
This was taken as a symptom that she was 
better, when in fact her appendix had rup- 
tured. The pain left her for a few hours, 
then gradually set in again. She ran a 
temperature every day around 102° or 
103° F. Finally, a perceptible mass ap- 
peared in the right side of her abdomen 
and her family, becoming alarmed, called 





*Read before the North Mississippi Medical 
Society, June 17, 1925. 


BRAMLETT—A ppendicitis 


their family physician back to see her. He 
promptly told them she had a localized 
abscess and insisted on her being brought 
to the hospital. On reaching the hospital, 
we found her with a temperature of 102°, 
very emaciated, the odor of acetone on her 
breath, urine highly colored and full of pus. 
In fact, she had the clinical picture of a 
severe toxemia. We immediately operated 
upon her under ether anesthesia. The 
abscess was drained and the wound packed 
open. In the Fowler position, and by the 
aid of the bicarbonate drip she was able to 
leave the hospital after eight weeks of a 
severe struggle. 


Just here it might be wise to mention 
some of the most characteristic symptoms 
of acute appendicitis: First, pain in the 
abdomen, sudden and severe, primarily re- 
ferred to the epigastrium, but may be 
around the umbilical region. It soon local- 
izes in the right iliac fossa. Second, nausea 
and vomiting, most commonly three or four 
hours after onset of pain. This symptom 
not invariably occurs and is not distressing 
or persistent. Third, muscular rigidity, 
especially of the right side. This symptom 
is found even in the mildest cases with re- 
markable constancy, and is a very valuable 
diagnostic sign. Fourth, elevation of tem- 
perature beginning from two to twenty- 
four hours after onset of pain. The tem- 
perature rarely goes over 100° in the first 
few hours and is a fairly constant symptom. 
The absence of this symptom should not 
prevent an early diagnosis as it may not 
come on for some hours after the attack 
has begun. Fifth, Leucocytosis. After you 
have considered all your clinical symptoms, 
if you are still in doubt, your leucocyte 
count will generally confirm your diagnosis 
and in advanced cases may give you a very 
valuable insight as to the resistance of 
your patient. 


In making a diagnosis of appendicitis, 
we should not forget the pain in the right 
side due to pneumonia. We should always 
make careful examination of the lungs be- 
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fore making a diagnosis. This was very 
forcibly impressed upon me when I first 
began to do surgery. I was assisting a 
very able surgeon in one of our large cities. 
This surgeon was called into an adjoining 
state to operate upon a physician’s child 
for appendicitis. He told me that when he 
reached the patient he hurriedly ran over 
her chest but detected nothing. The oper- 
ation was performed and a normal appen- 
dix was removed. In a few hours a well- 
developed case of pneumonia showed up, 
and in twenty-four hours the little girl was 
dead. This surgeon was very much hurt 
over his misfortune, and upbraided himself 
for being too hasty. His admonition to me 
was: “Never operate for appendicitis until 
you have ruled out pneumonia.” 
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We should also remember that pain in 
the right iliac fossa may be due to a pyelitis 
of the right kidney. The pus trickling 


down through the ureter may produce 
symptoms very similar to those of appen- 
dicitis. A careful examination of the urine 
will generally make the diagnosis. Renal 
calculi are sometimes misleading and may 
be mistaken for an attack of appendicitis. 


In conclusion, I urge you to beware of 
purgatives in any abdominal cramp. It only 
adds fuel to fire and should the appendix 
be involved it will rupture the more quickly. 
Insist on an early operation. In my hum- 
ble judgment, it is better to remove a few 
innocent appendices than to allow one to 
rupture. 
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Few cities in the South, if any, have ex- 
perienced a more steady and substantial 
growth during the past ten years, and par- 


ticularly the latter half of this period, than 
has Jackson, Mississippi. So great has been 
the growth and prosperity of this city that 
it has raised the question, “What are the 
underlying causes?” I shall, therefore, at- 
tempt to give in brief outline some of the 
most important things that have and are 
now contributing to this growth and 
prosperity. 


Jackson, the capital city of Mississippi, 
is located approximately in the center of 
the state on Pearl River. Its population 
in 1900 was 7,816, in 1910 it was 26,662, 
in 1922 it was 27,000, in 1924 its popula- 
tion was 33,456, and in 1926 it is 36,000. 


Jackson’s geographical location is no 
small factor in its growth and business 
expansion. As stated above, it is located 
near the center of the state and enjoys a 
unique trade territory, being from 150 to 
200 miles from any of the large cities in 
the surrounding states. Being the largest 
city, therefore, in all this trade territory, 
it naturally attracts business from many 
miles distant. Jackson is very accessible, 
having ten railroads that reach every 
section of ‘this state and extend to 
adjacent states. It is particularly fortu- 
nate in having at its service two trunk 
lines that furnish the best of railroad 
facilities, both in freight and passenger 
service. The fact that Jackson has from 
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thirty-eight to forty passenger trains daily 
has made it convenient headquarters for 
something like three hundred traveling 
men that represent goods manufactured in 
this city and elsewhere. 


Aside from its railroad facilities, it has 
a most excellent system of gravel roads 
leading into it from every direction. These 
roads not only bring many tourists to the 
city, but also splendid arteries of trade 
inasmuch as they are usable the year 
around. 


It should be noted also that Jackson is 
located in the midst of a great agricul- 
tural area and one which has already 
learned the importance of crop diversifica- 
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tion. Through the efforts of farmers, and 
with the assistance of special agents a 
very profitable business has been built up 
in the matter of truck growing, poultry 
and dairy business, hay, corn and cotton. 
Perhaps no section of the state has done 
more work with the boys: clubs, which 
effort is now producing results and will 
continue to do so throughout the future. 
Jackson is, therefore, the metropolis and 
the great trade center for a vast agricul- 
tural area. One would naturally infer 
from what has already been said that Jack- 
son is quite a distributing point and the 
inference is justly founded. Within the 
last few years many large branch houses 


have been established here for the distri- f 


bution of its products. Not only are the 




















so called outside products distributed from 
here but the city has a large and varied 
industry of its own, for its own products 
it must secure a market. With the natural 


readjustment of freight rates and through | 


the persistent efforts of Jackson Traffic 
Bureau, many of the barriers that for- 
merly blocked Jackson’s shipping have 
been removed and the city is now enjoy- 
ing an enviable position in this respect. 


The fact that Jackson is the capital ? 


city and centrally located has naturally 
brought to it many large organizations 
which maintain large offices and employ 
many people. Chief among these are the 
Cumberland Telephone people, the Stand- 
ard Oil Company, the Mississippi Farm 
Bureau Cotton Association, three domestic 
insurance companies, many district and 
state insurance offices and all the state and 
federal offices. It can readily be seen that 
this furnishes a fixed pay roll that is not 
affected by drought or general business 
conditions. 
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Jackson is now the financial center of 
the state, having recently announced the 
first million dollar bank in Mississippi. 
The city has seven strong banks, with com- 
bined resources of $25,290,454.44, and de- 
posits of $21,209,541.34. 


Jackson’s educational institutions con- 
tribute largely to its growth and prosperity. 
The city is properly termed an educational 
center for the four standard A grade col- 
leges in Mississippi, Hinds County in which 
Jackson is located, has two. Millsaps Col- 
lege, a co-educational institution, is located 
in the city, and Mississippi College for 
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men at Clinton, only eight miles distant 
over a concrete boulevard. Of the two 
standard junior colleges in the state, Hinds 
County has one, Hillman College at Clinton. 
Belhaven College for young women and 
located in Jackson is now launching a cam- 
paign for an endowment which will enable 
this institution to qualify as a standard A 
grade college. At Raymond, ten miles from 
Jackson, is one of the best agricultural 
high schools in the entire state. St. 
Joseph’s Academy, established in 1870, has 
been in continuous operation since that 


date and is now recognized as an A grade 


institution, its graduates being recognized 
by this state and large educational institu- 
tions. It should be noted also that Jack- 
son’s splendid system of public schools 
attracts many people to this city for the 
purpose of superior training in the grades 
and it is conservatively estimated that 
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thousands of people have moved to this city 
for the purpose of educating their children 
from the primary department to the Bache- 


lor Degree from our colleges. Two state 


schools for the deaf, dumb and blind are 
also located here. Jackson may well be 
called the “Athens” of Mississippi or the 
south central states as few cities excel her 
in educational and cultural advantages. 
There is an attendance upon all of these 
schools above and beyond the high school 
from fifteen hundred to two thousand 
pupils. 
bined student body is no small item in the 
business life of the city. The combined 


steady and fixed income. 
Closely allied vith its educational and 
atmosphere. Jackson may well be called a 


church going city for out of a population 
of 36,000, 11,500 are church members. It 







churches and Sunday school buildings. 








It is far from the intention of the writer 
to speak disparagingly of old age but any 
one who would come to this city and become 
acquainted with its business officials would 
be impressed with the fact that the busi- 
ness of Jackson in the main today, is han- 
dled by comparatively young men. Even 
her banking institutions are in charge of 













The purchasing power of this com- | 


purchasing power of the faculty is also a | 


cultural life is its religious activity and | 


is not necessary even to suggest that this | 
large church membership has paid great | 
attention to the erection and equipment of | 








comparatively young men. This youth and 
vigor of youth in business has been a 
mighty factor in the ongoing of this city. 
These men have ever had a forward look 
and have been bold in their efforts to pro- 
vide the best and most up to date for this 
city. Jackson is practically free from the 
unprogressive element that would impede 
progress, a striking proof of which is the 
fact that no bond issue for schools, streets, 


‘ roads or municipal government generally 


has ever been defeated. This is not alone 
due to the fact that her movements and 
campaigns have been carefully weighed 
and wisely planned. 


In conclusion, therefore, I would say that 
back of all natural physical advantages, as 
well as business that has been established 
with sheer hard work, is the spirit of the 
people who live in this community. Men 
build cities and men tear them down. It is 
the indomitable spirit of the business men 
of Jackson that is causing this city such 
phenomenal growth and prosperity. 
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HOSPITAL ABUSE. 

Resolutions have been unanimously 
adopted by the Orleans Parish Medical So- 
ciety and Louisiana State Medical Society, 
requesting the Hospital Abuse Committee 
to petition the Legislature to enact a suit- 
able law to prevent the abuse of the priv- 
ileges of the Charity Hospital by persons 
well able to seek medical attention else- 
where. 


The attention of the Board of Adminis- 
trators was called to the over-crowding of 
the Institution by its Suprintendent in 
his last as well as in previous annual re- 
ports, and also two years ago by the Visit- 
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ing Staff of the Institution. In their 
capacity as administrators these gentlemen 
should be well acquainted with the condi- 
tion of the rapidly increasing abuse. 


Whilst we bewail the instigation of an 
attack on this ill use which is sapping the 
State Treasury, by the Physicians of the 
City and State, we feel that it is the 
bounden duty of the Doctors who know 


best the existing condition, to exercise 


their rights of Citizenship and of Tax- 
payers, to make an exposé of this situation. 


It is our hope that the Administrators 
of Charity Hospital will see fit to join 
Organized Medicine in its demand on the 
Legislature for the correction of the abuse. 
The present situation is acute, and unless 
the cancer which threatens the very vitals 
of the institution is eradicated, the poor 
will be subjected to undue suffering and 
even be deprived of the Charity intended 
for them. 


It is only fair that His Excellency, the 
Governor, the Legislature and the Tax- 
payers of the State be advised that this 
needs correction. The Hospital is at pres- 
ent of sufficient size, properly to care for 
the indigent poor of the State and City, but 
if the policy of the Board of Administrators 
is to socialize the sick, to admit anyone, rich 
or poor, who applies at its gates for admis- 
sion, then the people of the State who bear 
the burden of taxation should be informed 
of their intent, and be told of the rapidly 
increasing cost of Hospitalization, which 
will be prohibitive unless taxes be increased. 


It behooves every member of the Parish 
and State Societies to constitute himself a 
committee of one, to speak to his Senator 
and his Representative and to present them 
with a copy of the enclosed report of the 
Committee on Hospital Abuse. 


The Committee has labored diligently, but 
it is only your individual help that will 
assure the success of the campaign. 
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CENSORED MEDICAL PUBLICITY. 


Spring is the season for the meeting of 
our State medical organizations. We feel 
that much good is accomplished at these 
State meetings but unfortunately, on most 
occasions, little or no real news reaches the 
public through the press as regards the out- 
standing advances that are being made in 
the interest of public health. Many mat- 
ters come before the State Medical Society 
that the people should be informed about. 
We should see that these items are given 
the press in proper form. Let us take our 
news to the press; not wait for the press 
to come to us. Only too often the only 
items appearing in the papers are those of 
a sensational character; material minus 
scientific facts to support them. Now would 
be a good time for the officers of our State 
societies to appoint publicity men among 
the membership to prepare proper copy for 
the press. The editors of our daily papers 
are only too glad to receive their informa- 
tion from reliable sources. Let us furnish 
the necessary co-operation, 


And while on the subject of medical pub- 
licity or medical education of the public, 
it might not be amiss to call attention to 
the wide influence radio is exerting in 
moulding public opinion and thought. Many 
so-called health talks are being broadcast 
by the very worst type of medical fakers 
who, under the guise of being public bene- 
factors, are actually advertising for their 
own benefit. A recent example of such an 
outrage on public intelligence occurred 
when Radio Station WSMB, at New Or- 
leans, sponsored a series of “health talks” 
by a lecturer in the employ of a certain 
physical culture exponent who has had his 
name (and figure) before the public these 
many years. If you will investigate, you 
will find that it is the real desire of the 
owners of broadcasting stations to give 
out only public health information of the 
right sort. But they look to the medical 
profession for advice and counsel. Let us 
measure up to our duty here, as with deal- 
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ing with the lay press news items, and see 
to it, through proper legislation and com- 
mittees appointed from our county socie- 
ties, that radio health news in the future 
comes from the medical profession and not 
from advertising fakers. 





PREVENTIVE MEDICINE. 


Man himself is cheating science of her 
victory in the conservation of human life. 


Medical science has conquered to a large 
degree the scourges which decimated men 
in bygone ages. It has almost conquered 
the infectious diseases of children, and is 
saving so many of the human young for 
maturity and productive citizenship that 
our forefathers in their day would have 
thought the effects of science nothing short 
of miraculous. It has also safeguarded 
the lives of women in their destiny of per- 
petuating the race. 


Man, however, holds the gifts of science 
lightly. Having been saved from the perils 
of childhood, having escaped small-pox, 
typhus, cholera, typhoid fever and other 
diseases which killed people by. the thou- 
sands thirty or forty years ago, he heed- 
lessly abuses himself and through wrong 
eating habits, lack of proper outdoor ac- 
tivity and a life that demands too severe 
a strain upon his nervous system, under- 
mines his health and manages often to die 
younger than did his grandfather. 


Dr. William G. Exton, head of the long- 
evity service, maintained by the Pruden- 
tial Insurance Company, in discussing the 
triumphs of science in the field of preven- 
tive medicine, deplored this indifference 
to health on the part of so many people, 
and emphasized the great benefits to be ex- 
pected from what he called the newer, or 
personally applied, preventive medicine. 


“Science, working for the good of all, 
continues to triumph over the waste of 
human life in the mass,” said Dr. Exton. 
“The individual man or woman, unappre- 
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ciative of these efforts, forms habits that 
defeat the life works of countless men who 
have labored to vanquish disease and con- 





serve human life. 


“The fact is that while babies born to- 
day have many times more chance of living 
to maturity than they did twenty-five years 
ago, the person of thirty-five to-day needs 
help to keep as many years ahead of him 
as had his grandfather when he was 35 
years old. The failure is that of the in- 
dividual—not of medical science or physi- 
cians. Today man has everything but him- 
self working in his favor for health and 
longevity. 


“The public health work of the last 
twenty years, the fight against tubercu- 
losis—then referred to as the ‘great white 
plague’—and the consequent decrease in the 
tuberculosis death rate, the introductions 
of anti-toxins for typhoid, diphtheria and 
now scarlet fever, has caused a material 
decrease in the death rate during the last 
twenty-five years. This decrease has been 
by far the greatest in the younger ages, 
particularly during infancy and childhood. 


“The improved sanitation everywhere 
and its beneficient effect upon health is a 
development which is now taken for granted. 
The teaching of hygiene in the schools and 
this propaganda generally has made any de- 
flection from the strictest personal cleanli- 
ness a cause of shame and embarrassment. 
People have also been taught much about 
food and its relation to the bodily pro- 
cesses and health. 


“Yet heart and arterial troubles are 
making themselves felt more than they did 
a generation ago. 


The same fact holds true 
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of diseases of the digestive system and the 
kidneys. Rheumatism, neuritis, vertigo 
and other ailments are signs of a disre- 
gard of the organs upon which the func- 
tions of the body are directly dependent. 
They withstand the abuses heaped upon 
them without breaking down until a point 
is reached when structure is undermined, 
and then it is too late to do much in the 
way of repair. 


“For example, diabetes may go on for 
years without troublesome symptoms. Dur- 
ing this time control by simple treatment 
is easy if its presence be known. Certain 
kidney diseases are very insidious in their 
first stages and progress almost impercep- 
tibly until the disease approaches the ter- 
minal stages. Simple measures would 
often stay their progress if applied in time. 


“Similarly, tendencies to apoplexy, arte- 
rial troubles and the nervous diseases, if 
discovered in time, can frequently be 
averted, or held in check for years. It is 
for this reason that all enlightened physi- 
cians are urging the periodical health re- 
view habit.” 


“Every normal, healthy minded person 
wants to live as long as he can and to enjoy 
his full span of life without the burden of 
chronic disease. But to do so he must 
think 20 years ahead and when he reaches 
thirty-five or forty have some competent 
physician regularly check upon his health 
condition. He cannot subject his body and 
mind to the strain of the strenuous life, 
eat what and when he pleases, and expect 
to be hale and hearty and to keep going 
to 70. If the average adult would pause 
every year long enough to take a health 
inventory, not so many would drop in their 
tracks at fifty or thereabouts.” 













REPORT OF THE HOSPITAL ABUSE 
COMMITTEE OF THE ORLEANS 
PARISH MEDICAL SOCIETY. 

April 8th, 1926. 


To the Officers and Members, Orleans 
Parish Medical Society. 


GENTLEMEN: 


Your Committee on the “abuse by 
patients fully able to pay for medical at- 
tention in’ the Charity Hospital,” reports 
that it has made a thorough survey of the 
existing conditions and finds that this 
abuse whilst always existing has, however, 
greatly augmented in the past few years. 


The increased appropriation by the 
State for the maintenance of the hospital, 
the high standard established by the inde- 
fatigable efforts of the Board of Adminis- 
trators, the unprecedented and _ efficient 
management of its Superintendent, Dr. 
Leake, the entente cordiale existing be- 
tween the Administrators and the medical 
visiting staff, and not least, the splendid 
services gratuitously and cheerfully given 
by the visiting staff, are mainly respon- 
sible for the present large proportion of 
abuse of the privileges of the institution by 
people fully able to pay for medical atten- 
tion. It is an acknowledged fact that today, 
the Charity Hospital offers its sick medical 
and surgical treatment that is unsur- 
passed even in our popular pay institutions. 
Whilst that is so, and as it should be, 
for our deserving poor should receive med- 
ical attention the equal of any within the 
reach of the richest members of the com- 
munity, at the same time the grafting on 
the poor by persons able to pay for treat- 
ment, defeats the end for which this insti- 
tution was established. 


The present policy of open doors to any 
one who applies for treatment at the 
Charity Hospital must because of limited 
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capacity shut out some of the most deserv- 
ing applicants and wreak untold sufferings 
and a great injustice to the indigent poor. 


In the past years beds only large enough 
to accommodate one person were shared by 
two, to the extreme discomfort and even 
torture of these feverish, suffering patients. 
This fact was attested in every report to 
the Board of Administrators of the Hospi- 
tal by the Superintendent, who, while he 
bewails this inhumanity, acknowledges that 
under present conditions he is unable to 
correct it. 


In the Superintendent’s report for the 
year 1925 to the Board of Administrators 
is found the following: 


“All during the year, some patients were 
doubled two in a bed and many times more 
than three hundred were doubled. At one 
time a ward with nineteen beds had forty- 
five patients. No emphasis is necessary to 
point out that such a state of affairs is 
intolerable.” 


This statement of the Superintendent in 
the same report is interesting, “It is to 
be admitted that the best possible care 
could not be given at all times to all pa- 
tients. This admission is made freely and 
the fact is emphasized that unless the 
causes for this condition are remedied, it 
will be impossible to render adequate care 
in the future.’ And further he makes the 
following recommendation : 


“The third cause (over crowding) may 
be remedied in two ways. Either by erect- 
ing sufficient buildings adequately to care 
for the patients, or else restrict the num- 
ber of admissions. A year ago, it was 
recommended that either additional build- 
ings be erected or authority given to deny 
admittance in excess of beds unless the 
condition be one of emergency. This plea 
is again reiterated and unless granted it 
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will be impossible to give the necessary 
attention to the patients.” 


From these statements the crowded con- 
dition of the institution may be appre- 
ciated. There are not enough beds and 
buildings to accommodate the rapidly in- 
creasing number of admissions to the insti- 
tution. This deplorable overcrowding 
would not be existing today if previous 
effort had been made to exclude from the 
Hospital all individuals well able to pay for 
medical attention. For the present and in 
the near future the Charity Hospital is of 
competent size to care for the indigent 
poor of this city and state if this abuse of 
its privileges be corrected. 


It is apparent that by barring from the 
institution those not entitled to its care 
the per capita expenditure may be in- 
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creased without an added appropriation 
from the state and the really deserving 
patients be the beneficiaries. This abuse 
does not proceed from the neighboring 
parishes, but from the City of New Orleans. 
This is proved by the chart and by the 
table showing the residence of patients 
admitted during the years 1916 to 1924. 
The admittance of patients during that 
period and from that source is practically 
uniform and seems to have been stabilized. 
But there has been a steady increase in 
patients from residents of the City of New 
Orleans of over 33%. In 1916 there were 
admitted to the Hospital 9,139 patients 
from the City and 8,373 from the State of 
Louisiana at large; in 1924, from the City 
14,669, and from the State 8,964. These 
figures definitely establish the fact that the 
great increase of abuse proceeds from the 
City. 
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The following table is of interest: 
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RESIDENCE OF PATIENTS ADMITTED DURING THE YEARS. 


1916 1920 
8,580 
Louisiana ................ 8,373 6,896 
Other States... 1,139 523 


The statistical chart graphically demon- 
strates that in recent years the number of 
patients admitted to the hospital has in- 
creased by unprecedented strides. The 
total indoor patients for the years 1910 to 
1915 inclusive were 88,848, or a yearly 
average of 14,808, and the total indoor 
patients for the years 1920 to 1925 inclu- 
sive, were 126,703, or a yearly average of 
21,117, or an increase per year of 6,903 or 
approximately 33 1/3 per cent. The largest 
proportion of this increase was due to an 
increased admittance of patients from the 
City of New Orleans, yet its population has 
only increased from 373,000 in 1910 to 
414,000 in 1925, about 41,000, or approx- 
imately 11 per cent. 


These statistics confirm the opinion of 
physicians working in the institution, and 
beyond the shadow of a doubt prove that 
this great increase in hospital work is not 
due to the increased proportion of indigent 
poor, but to an enlarged application for 
medical attention by those for whom it 
was never intended. 


From these figures we can deduct that 
there must be an abuse of at least 20 to 25 
per cent by the City patients. 


The following statistics compiled by 
Leon E. Truesdell, Chief Statistician for 
population from the Bureau of Census, 
Dept. of Commerce, Washington, bear out 
the fact that pauperism has greatly dimin- 
ished in the State of Louisiana: 


Number of paupers enumerated in alms- 
houses and number per 100,000 population: 





1921 1922 1923 1924 
10,102 10,059 11,926 14,669 
6,750 6,759 8,096 8,964 
457 461 570 591 
Per 100,000 
Number Population 
January 1, 1904 0... 149 10.1 
January 1, 1910 _...__. 187 11.3 
January 1, 1923 174 9.5 


Number of paupers admitted almshouses 
during certain years and number admitted 
per 100,000 population: 


Per 100,000 

Number Population 
January, 1904 2000. 75 5.1 
January, 1310 ........... 112 6.8 
ps a 50 2.7 


It is therefore conclusive that pauperism 
is diminishing in the state and that the 
prodigious increase in applications for ad- 
mittance to the hospital must be from the 
ranks of those fully able to pay for medical 
services. 


These past few years were undoubtedly 
the most prosperous in the history of the 
city, wages during this period reached 
their highest peak, unemployment its low- 
est possible level and poverty in conse- 
quence was reduced to a minimum, and 
whilst it is true that the “poor we have 
always with us,” it is absurd to think that 
they have increased in the proportion 
shown by the official figures of the Charity 
Hospital. 


The name “Charity Hospital” denotes the 
intent for which the hospital is maintained 
by the State, and that is, to limit its care 
to patients worthy of Charity, and besides 
Act 40, year 1876, the charter of the 
Charity Hospital of Shreveport, again 
shows the intent of the Legislature in the 
following Section of its charter: “Be it 
enacted, etc., That there shall be estab- 
lished in the City of Shreveport in the 
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Parish of Caddo a Charity Hospital, to be 
maintained at the expense of the State, for 
the reception and medical and surgical 
treatment of indigent and destitute sick 
and wounded persons, without discrimina- 
tion of race and color, etc.” 


If these Charity Hospitals were intended 
by the Legislature for the socialization of 
the sick, and had for their purpose free 
service for every one irrespective of social 
position and wealth, then the word Charity 
is a misnomer and the specified words 
“indigent” and “destitute” become ambig- 
uous and misleading. 


If some restriction be not used to curtail 
this ever growing evil it will soon be be- 





City Hospital Beds 
Chicago, Cook County Hospital 0. 2,500 
Philadelphia, Phil. General Hosp..................... 2,100 
New York, Kings County Hosp... 1,809 
New York, Bellevue Hosp... eee 1,634 
New Orleans, Charity Hosp....................... 1,300 
Los Angeles, General Hospo.i i. ccccccsesesenee 1,283 
a?! ee ssosinsjetaaaeat 1,261 
San Francisco, S. F. Hosp... 1,072 
Cleveland, City Hosp. ccc peace 1,060 
St. Louis, City Hosp........ Ba. 700 
Kansas City, Mo., General Hosp........................... 330 
Newark, N.. J... Cy Hoo... 650 
OTE, TR TN sciisiciecisicioiminicccrrencveneine 474 
Shreveport, Charity Hosp. _...................... 218 


yond the ability of the State to maintain 
it, and in consequence those who really 
need attention and care will suffer through 
the inability to render it. 


The dilemma is apparent: Either the 


| State must increase its appropriation for 
more beds and buildings, or else as the 
| Superintendent reports “restrict the num- 
) ber of admissions.” 


The State has augmented its appropria- 
tions from $132,500.05 in 1910 to about 
$650,000 in 1925. Again the allotment of 


\ funds for the year 1925 has not proven 
) Sufficient for the maintenance of the insti- 











) tution and the Legislature will be asked 
» for 


an increased appropriation. Unless 
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the institution restricts its hospitalization 
to the poor and greatly modifies the admis- 
sions, the State will be called upon for 
appropriations beyond its means, and pau- 
pers as well as those able to pay for medical 


service will be deprived of the privileges 
of the Institution. 


The following list of the largest city, 
county or State hospitals in the United 
States is of interest because it demon- 
strates that whilst our Charity Hospital is 
the fifth largest, it is situated in a city and 
state with a populaion very much smaller 
in comparison to the states and cities in 
which the hospitals enumerated below are 
domiciled : 


Total assessor or 


City State valuation of States 
2,995,237 6,485,280 $2,158,648,450 
1,979,364 8,720,017 5,769,777,327 
5,853,356 10,385,227 9,821,620,552 
5,853,356 10,385,227 9,821,620,552 

414,449 1,798,509 529,419,463 
576,673 3,426,865 2,373,897,092 
781,259 3,668,412 1,687,155,697 
557,530 3,426,865 2,373,897,092 
936,485 5,769,394 2,352,689,824 
821,543 3,404,055 1,547,126,736 
367,481 3,404,055 1,547,126,736 
452,513 3,155,000 

305,935 2,416,630 828,275,022 
414,449 1,798,509 529,419,463 


If we consider the fact that New Orleans 
ranks the 18th city in population and Lou- 
isiana the 22nd State in the Union, whilst 
in the number of beds the Charity Hospital 
is the fifth largest in the United States, we 
readily appreciate that the Legislature has 
been most generous in its appropriations 
and that the State is doing its full duty in 
caring for its indigent poor. 


Why is it that our Charity Hospital is 
overcrowded although it has a much larger 
number of beds per population than hos- 
pitals in other localities? The only logical 
answer is that the privilege of the institu- 
tion is sought by individuals who abuse of 
its charity. 
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From the report of the Superintendent, 
Dr. Leaks, and from the facts and figures 
quoted above, we know the hospital is over- 
crowded and that the best possible care 
could not be given at all times to all 
patients. The only solution to the problem 
is to restrict the number of admissions. 


This can only be done with justice in one 
way, and that is to limit the admissions to 
the institution to the really poor. We know 
the hospital is primarily intended for the 
indigent poor, and if this haven be refused 
them, their sufferings will be aggravated 
as there may not be another refuge to ad- 
minister to their needs. The same condi- 
tions exist in the out door department of 
the institution. The Superintendent com- 
ments as follows on the crowded condition 
of the clinics: 


“The out-door department, as you will 
see from the statistical repert has treated 
more cases than ever before in its history. 
Attendance of the Visiting Staff has been 
faithful, punctual and diligent, and it is 
felt that patients were cared for scientifi- 
cally and with much dispatch. Several 
years ago this department increased its 
floor space 33 1/3%, but growth during the 
past year has caused considerable crowding 
during the hours of greatest attendance. 
It is evident that either increased clinic 
facilities will have to be provided, or else 
clinics held in the afternoon in additions to 
these held in the morning hours.” Abuse is 
as rampant in the clinics as in the in-door 
department of the hospital. 


In concluding we reiterate that: 


(1) The abuse of charity by people 
well able to pay for medical attention is 
great, and increasing yearly by leaps and 
bounds. 


(2) The institution is overcrowded to 
the point that the necessary physical com- 
fort to the patient is materially deminished, 
and the medical efficiency of the institution 
jeopardized. 
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(3) The present policy of unrestricted 
admission to the hospital is defeating the 
end for which it was intended; for it will 
eventually deprive the poor of the medical 
attention that they are unable to procure 
elsewhere. 


(4) The appropriations from the State, 
especially those of the past year may be 
amply sufficient for the maintainance of 


the institution, provided the abuse is 
eliminated. 
(5) If the increased appropriations and 


admissions be a criterion of what is to be 
expected in this respect in the near future, 
then it is apparent that the expenses of 
that institution will be beyond the revenue 
of the State, which is $9,730,290.00, while 
the State taxes paid in the Parish of Or- 
leans amount to $2,944,444.28. In other 
words, the Hospital appropriation amounts 
to approximately one-third of the total 
taxes collected by the State on real estate 
in the City of New Orleans. 


(6) The great increase of patients is 
from the city. For the last ten years the 
admissions from the State seems to have 
been stabilized. The abuse of the Charity 
of the hospital is mainly by individuals 
residing in the City of New Orleans. 


Your Committee respectfully recom- 
mends that the O. P. M.S. and L. S. M. S$. 
ask the Legislature, at its next meeting, to 
enact a law to eliminate from the hospital 
all individuals who can well afford medi- 
cal attention elsewhere, except cases of 
emergency. 


Your committee also feels that it is in- 
cumbent upon the members of the medical 
profession of the State and City as citizens 
and taxpayers to make an exposé of the 
crowded condition of the institution and 
of the sapping of the State treasury by 
those individuals who through penurious- 
ness, ignorance or other motives, seek the 
philantrophy of the State and thereby 
lower the high standard of the institution 
to the detriment of the needy poor. 
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Total Total Consultations 

Hospital Indoor Outdoor State Appro- City Per Capita 
Year Days Patients Clinics priation Expenditures Population Cost 
ae 10,278 78,611 $108,750 $169,560 393,000 ——— 
ee 10,358 74,585 146,250 219,862 393,000 
See ....-..... 12,098 98,596 132,500 204,707 
. | ee —— 13,039 105,113 154,999 213,960 
a 13,894 109,798 170,500 321,540 
ee ——— 14,349 107,796 186,000 246,137 
1914 .......... 327,632 16,742 127,559 224,783 320,727 ——_——. .86 
a 353,746 18,723 139,454 258,897 358,663 we .837 
1916 _......... 348,890 19,484 130,642 254,000 332,851 —— 92 
> 349,283 20,519 113,874 260,000 365,533 384,000 98 
| re 313,321 20,005 a 297,500 a 389,000 
| 287,700 17,890 70,995 390,000 462,551 400,000 1.37 
ae 298,311 16,726 69,608 442,129 592,983 400,000 1.53 
. . See 323,091 18,162 79,332 450,000 621,972 OO 1.61 
BE itecoectsncs 354,633 18,104 133,730 610,000 688,712 405,000 1.53 
| eee 383,308 21,581 143,000 570,000 TOt.tts 409,000 1.56 
nee 434,025 25,121 178,811 619,333 781,468 412,000 1.51 
1925 442,558 27,029 204,618 414,000 1.53144 


JULES DUPUY, 

LUCIEN LEDOUX, 

JEROME LANDRY, 

MAURICE PROVOSTY, 

A. E. FOSSIER, Chairman, 
Committee on Hospital Abuse, Orleans 

Parish Medical Society. 





RESOLUTION ADOPTED BY THE ORLEANS PARISH MED- 
ICAL SOCIETY, APRIL 12, 1926. 


Whereas, It is a patent fact that Hospital Abuse 
has existed in the past and has now increased to 
a degree out of proportion to the increase of popu- 
lation, and 

Whereas, the poor of the State are made to 
suffer by the conditions which deprive the worthy 
patients of beds enjoyed by the undeserving, and 

Whereas, with the abnormal increase during the 
past four years which entails such a great drain 
on the finances of the State, indicates that the 
increasing obligations cannot be met if things are 
allowed to continue. 

Be it resolved: That the Committee be and are 
hereby requested to take this matter up at the 
Annual Meeting of the Louisiana State Medical 
Society to obtain their expression of their dis- 
approval, and 

Be it further resolved: That proper legislation 
be presented at the next meeting of the Legis- 
lature to enact laws which will correct the con- 
dition which has been generally recognized and 
condemned by Laymen as well as members of the 
Medical Profession. 

RESOLUTIONS ADOPTED BY THE LOUISIANA STATE 

MEDICAL SOCIETY, APRIL 14th, 1926. 

Whereas, the abuse of hospitalization in the free 
institutions maintained by the State for the poor 
and needy are now crying for redress, and 








Whereas, the Orleans Parish Medical Society, a 
component part of the Society has adopted and 
presented to this Society the following resolution: 


Resolution. 

Whereas, it is a patent fact that Hospital Abuse 
has existed in the past and has now increased to 
a degree out of proportion to the increase of popu- 
lation, and 


Whereas, the poor of the State are made to 
suffer by the conditions which deprive the worthy 
patients of beds enjoyed by the undeserving, and 


Whereas, with the abnormal increase during the 
past four years which entails such a great drain 
on the finances of the State, indicates that the’ 
increasing obligations cannot be met if things are 
allowed to continue. 

Be it resolved: That the Committee be and are 
hereby requested to take this matter up at the 
Annual Meeting of the Louisiana State Medical 
Society to obtain their expression of their dis- 
approval, and 

Be it further resolved: That proper legislation 
be presented at the next meeting of the Legisla- 
ture to enact laws which will correct the condition 
which has been generally recognized and con- 
demned by Laymen as well as members of the 
Medical Profession. 


Be it further resolved: That this Society and 
the individual members thereof in their capacities 
as citizens, taxpayers and physicians, first de- 
clare themselves to be opposed to said abuses 
and second endorse and adopt as their own the 
above resolution of the Orleans Parish Medical 
Society, and third to the end of obtaining imme- 
diate redress do hereby memorialize the Legisla- 
ture of the State of Louisiana to enact such legis- 
lation as may be required and do hereby respect- 
fully request his Excellency, the Governor, Henry 
Fuqua, to favor the same. 


APRIL. 


There was held one meeting of the Board of 
Directors, one Quarterly Executive Meeting and 
one Scientific Meeting during the month of April. 


The Board of Directors have voted a maximum 
sum of Two Hundred Dollars ($200.00) to be used 
by the Hospital Abuse Committee in carrying on 
their fight to the State Legislature at Baton Rouge. 


They are now considering the proposed revision 
of the Constitution and By-Laws which in the next 
few months will be submitted to the General Body 
for their vote. 


The proposed classification of Specialties in the 
Telephone Directory by the Cumberland Telephone 
and Telegraph Company was voted by the Board 
of Directors and Judiciary Committee as being 
unnecessary and unethical. The membership at 
the Quarterly Meeting has ‘unanimously voted in 
a like manner. The Telephone Company on being 
notified of the action of the Society has can- 
celled all contracts and such a classification will 
not go into the present issue of the Directory. 


The Domicile Committee, Dr. Paul J. Gelpi, 
Chairman, .made a report on the Question of a 
permanent domicile. Dr. Gelpi stated that the 
Committee wanted the authority of the General 
Body and it has been voted that postal cards be 
sent to the General Body asking whether they 
favor that part or all of our available funds be 
invested in a site for our domicile. 


Dr. P. B. McCutchon was elected to Honorary 
Membership in the Society. 


The Hospital Abuse Committee, Dr. A. E. Fos- 
sier, Chairman, read the report which is pub- 
lished in a separate section of this issue. The 
Society then unanimously adopted the following 
resolution: 


Whereas, it is a patent fact that Hospital Abuse 
has existed in the past and has now increased to 
a degree out of proportion to the increase of popu- 
lation, and 


Whereas, the poor of the State are made to 
suffer by the conditions which deprive the worthy 
patients of beds enjoyed by the undeserving, and 


Whereas, with the abnormal increase during 
the past four years which entails such a great 
drain on the finances of the State, indicates that 
the increasing obligations cannot be met if things 
are allowed to continue. 


Be it resolved: That the Committee be and are 
hereby requested to take this matter up at the 
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Annual Meeting of the Louisiana State Medical 
Society to obtain their expression of their dis- 
approval, and 


Be it further resolved: That proper Legislature 
be presented at the next meeting of the Legicla- 
ture to enact laws which will correct the condi- 
tion which has been generally recognized and con- 
demned by laymen as well as members of the 
Medical Profession. 


The Condolence Committee, Dr. A. C. King, 
Chairman, offered the following resolutions which 


were adopted: 


Whereas, by the will of God, Dr. O. L. Pothier, 
Dr. W. H. Weaver and Dr. A. Nelken, our con- 
freres, were taken from among us. 


Therefore be it resolved: That this Society de- 
sires to express to the families of Dr. O. L. Pothier, 
Dr. W. H. Weaver and Dr. A. Nelken its regret 
and sincere sympathy in its bereavement. 


The various other Committees gave their re- 
ports all of which were accepted as read. 


At the Scientific Meeting held April 26th the 
program was as follows: 


“The Mercury Combining Power of Blood and 
Saliva; Two New Simple Tests for the Estimation 
of Urea Retention.” With lantern slides and mo- 
tion pictures. By Dr. Philip S. Hench, Mayo 
Clinic, Rochester, Minn. 


“Some Practical Aspects of Gall-Bladder Diag- 
nosis Through its Visualization.” Lantern slides. 
By Dr. Jas. Thos. Case, Battle Creek, Michigan. 


The following Doctors were elected to Interne 
Membership: Drs. J. Earle Clayton, Morris J. 
Duffy, Ben Goldsmith, S. C. Shepard and Fred 
F. Tucker. 


The total membership is 478. 


REPORT OF TREASURER FOR MARCH. 














Actual Book Balance 2 [2B [26 cecrerrrrrnrenrenee 2A 29-91 
Receipts during March 1,726.40 
Total receipts ..... 3,856.31 
Expenditures 707.18 

$3,149.13 
Outstanding Checks .... 347.50 
Bank Balance 3/31/26 $3,496.63 
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REPORT OF LIBRARIAN FOR MARCH. 


The reference calls in the Library have been 
constant during the month of March. Bibliogra- 
phies have been prepared on subjects as follows: 


Osteogenesis Imperfecta (1921-25) 
Congenital Atresia of Esophagus 
Experimental Gastric Uleer (1923-25) 


Myocarditis and Myocardial Insufficiency 
(1921-25) 


Ultra-violet and Actinic Rays (1925) 


Intracranial Hemorrhage in the New- 
Born (1923-25) 
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21 volumes have been added to the Library. Of 
these five were received by gift, one by subscrip- 
tion and fifteen from the New Orleans Medical 


and Surgical Journal. 


New lights have been installed in the reading 
room, which are proving very satisfactory. One 
fixture is the gift of Dr. W. A. Lurie to the 
A letter of 
thanks has been written to Dr. Lurie, acknowledg- 


Society. The other we purchased. 


ing his gift. 


H. THEODORE SIMON, M. D., 


Secretary. 





AUTOMOBILES MENACE CHILD LIFE. 


“The automobile is as great a menace to child 
life today as scarlet fever and whooping cough 
combined,” according to statistics compiled by the 
Metropolitan Life Insurance Company. Deaths 
from automobile accidents, according to the com- 
pany’s figures, have increased 50 per cent since 
1920, two-fifths of the deaths being among chil- 
dren under 15. In other respects 1925 is pro- 
nounced a banner year among the Metropolitan’s 
industrial policy-holders, who constitute one- 
seventh of the total and one-fourth of the rural 
population of the United States and Canada. Big 
gains were made in reducing death rates from 
measles, scarlet fever, diphtheria and whooping 
cough—the four chief children’s diseases. A low 
record was also established for diseases associated 
with maternity. 


BIRTHS AND DEATH REGISTRATION, 
TEXAS. 


Texas plans a State-wide birth and death regis- 
tration campaign to gain admission to the U. S. 
registration areas. About 74 per cent of the 
births were reported in 1925. Ninety per cent 
must be reported before a State is included in 
the registration areas. 


RURAL DOCTORS AND HOSPITALS. 

Fewer and fewer country doctors are reported 
in rural areas recently studies by the U. S. De- 
partment of Agriculture. Forty Kentucky coun- 
ties in 1924 had not adequate medical service, 
one of the counties having no doctor at all. In 
a Montana county of 5,000 square miles there 
were only 3 doctors and no hospitals, in Minne- 
sota 127 villages were without doctors. One an- 
swer is the rural hospital. Seventeen States per- 
mit counties to levy taxes for hospital purposes. 
The Commonwealth Fund of New York is now 
offering to aid rural communities in erecting 


hospitals. 


AMERICAN BOARD OF OTOLARYNGOLOGY. 

In addition to the examination held at Dallas 
on April 19th and at San Francisco on April 
27th, another examination will be held at the 
Otolaryngological Clinic, Royal Victoria Hosptal, 


“Montreal, on Tuesday, June Ist. 


Information may be secured from the Secre- 
tary, Dr. H. W. Loeb, 1402 South Grand Boule- 
vard, St. Louis, Missouri. 
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H. Theodore Simon, M. D., Associate Editor. 


LOUISIANA STATE MEDICAL SOCIETY. 


The following officers of the Louisiana State 
Medical Society were elected at the 1926 Annual 
Meeting at Monroe: 


President—Dr. S. M. Blackshear, New Orleans. 

President-Elect—Dr. A. A. Herold, Shreveport. 

First Vice-President—Dr. J. A. White, Alex- 
andria. 

Second Vice-President—Dr. C. P. Gray, Monroe. 


Third Vice-President—Dr. R. G. Ducote, Bor- 
delonville. 

Chairman, House of Delegates—Dr. L. J. Men- 
ville, New Orleans. 

Secretary-Treasurer—Dr. New 
Orleans. 


P. T. Talbot, 


Councillors: 
First District—Dr. H. E. Bernadas, New Orleans. 
District—Dr. Foster M. New 


Second Jones, 


Orleans. 
Fourth District—Dr. S. C. Barrow, Shreveport. 
Fifth District—Dr. F. C. Bennett, Monroe. 


New Orleans, Louisiana, was selected as the next 
meeting place for 1927. 


MONTHLY BULLETIN OF THE SHREVE- 
PORT MEDICAL SOCIETY, APRIL 1926. 


The regular monthly meeting of the Shreveport 
Medical Society was held March 2nd, 1926. Forty- 
eight members were present. 

Scientific Program. 


Dr. L. W. Gorton gave a very interesting and 


instructive paper on the Indications for Sub-mu- 


cous Resection of the Nasal Septum. His paper 
was discussed by Drs. Smith and Boaz. 

Dr. C. E. Hamner presented a very valuable dis- 
course on the value of red, white and deferential 
blood findings. This paper was discussed freely 
by Drs. Butler, Ragan, Cassity, Bodenheimer, 
Thomas, Rougon and Herold. 

Dr. Bodenheimer made a motion that the mem- 
bership of the Medical Society have a physical ex- 
amination annually. This was seconded by Dr. 
Cassity and passed. 


LAFAYETTE PARISH MEDICAL SOCIETY. 


Dr. A. J. Comeaux of Youngville was elected 
President of the Lafayette Parish Medical Society 
for the New Year at the annual banquet meeting 
of the Society at the DeLuxe Cafe, Lafayette, La. 
Dr. L. B. Long of Scott was elected Vice-President 





and Dr. Harold G. F. Edwards of Lafayette was 
re-elected Secretary-Treasurer. Dr. O. P. Daly of 
Lafayette was elected delegate and Dr. C. E, 
Hamilton also of this city alternate to the State 
Medical Meeting at Monroe. 


The 1926 officers of the Lafourche Parish Medi- 
cal Society are: President, Dr. F. T. Gouaux; 
Vice-President, Dr. C. J. Barker; Secretary-Treas- 
urer, Dr. P. Dansereau; Delegate, Dr. J. J. Ayo. 


The 1926 officers of the Lafourche Valley Medi- 
cal Society are: President, Dr. J. J. Ayo; Vice- 
President, Dr. W. W. Pugh; Secretary-Treasurer, 
Dr. P. Dansereau. 


The School of Medicine acquired through the 
will of Dr. Marcus Feingold, Professor of Ophthal- 
mology, whose death occurred on December 26, 
1925, his valuable ophthalmologic library. The 
Faculty mindful of this great and rare legacy, 
treasures this gift as one of its most highly prized 
possessions, to be preserved and perpetuated in all 
its usefulness as a special division of its college 
library, where it is now known as the Feingold 
Collection, as an inspiration of the abiding spirit 
of the doctor. 


SIXTH DISTRICT MEDICAL SOCIETY. 

The Eighth Annual Spring Meeting of the Sixth 
District Medical Society was held at Our Lady 
of the Lake Sanitarium, Baton Rouge, Louisiana, 
on Thursday, March 25th, 1926. About sixty of 
the regular members were present. The follow- 
ing guests were present: Dr. H. J. Achard, 
Glendale, California; Dr. E. Denegre Martin, 
New Orleans, La.; Dr. E. O. Denny, Iberville, 
La.; Hon. L. B. Baynard and Father Caillouet, 
Baton Rouge, La. 

The meeting was called to order by the Presi- 
dent, Dr. W. L. Grace, of Plaquemine, La., and 
introduced Father Caillouet, St. Joseph Catholic 
Church, Baton Rouge, who then delivered the 
Invocation. 

An address of welcome was made by Dr. T. Jeff 
McHugh, City Health Official, Baton Rouge, La. 

After dispensing with the usual business, 4 
most excellent scientific program was enjoyed by 
all present. 

Dr. E. 0. Denny, Superintendent of the Lepers 
Home, Iberville, La., gave a lecture on “How to 
Diagnose Leprosy,” illustrating the cases with 
many beautifully colored lantern slides. 
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Louisiana State 


Dr. E. Denegre Martin, President of the South- 
ern States Association of Railway Surgeons, New 
Orleans, La., gave a lecture on “Emergency Sur- 
gery,” dealing especially with the medico-legal 
aspect of it. 


Dr. H. J. Achard, Ex-Editor of Clinical Medi- 
cine, Glendale, California, read a paper entitled 
“The Place of Endocrines in Pathogenesis and 
Therapy.” ' 

Dr. R. McG. Carruth, New Roads, La., read a 
paper on “Our State Marriage Law,” explaining 
the necessary amendments to make it more 
efficient. 

Hon. L. B. Baynard, Treasurer of the State of 
Louisiana, Baton Rouge, La., delivered the Annual 
Oration, pleading for closer and more intimate 
co-operation between the Doctors and the Drug- 
gists. The subjects were discussed. 

Election of Officers: The following were 
elected: President, Dr. Robt. B. Wallace, Baton 
Rouge; Secretary-Treasurer, Dr. Thomas C. Paul- 
sen, Baton Rouge; Delegate to State Society, Dr. 
J. O. St. Dizier, Walls. The new President then 
appointed for Vice-Presidents: Ascension Parish, 
Dr. T. W. Hanson, Donaldsonville; East Baton 
Rouge Parish, Dr. T. J. McHugh, Baton Rouge; 
East Feliciana Parish, Dr. E. M. Toler, Clinton; 
Iberville Parish, Dr. B. O. LeBlanc, St. Gabriel; 
Livingston Parish, Dr. N. T. Bray, Springfield ; 
Pointe Coupee Parish, Dr. M. O. Beenel, New 
Roads; St. Helena Parish, Dr. A. J. Newman, 
Montpelia; St. Tammany Parish, Dr. A. G. May- 
lie, Covington; Tangipahoa Parish, Dr. Lucius 
McGehee, Hammond; Washington Parish, Dr. 
J. H. Slaughter, Bogalusa; West Baton Rouge 
Parish, Dr. J. H. McCaa, Chamberlin; West Fe- 
liciana Parish, Dr. A. F. Barrow, St. Francis- 
ville; as delegate alternate, Dr. B. O. LeBlanc, 
St. Gabriel. 

Unfinished Business: Drs. E. O. Denny, E. 
Denegre Martin and H. J. Achard were made 
honorary members of the Society. 

The Society accepted the cordial invitation of 
Dr. W. L. Grace and Dr. E. O. Denny to come 
to the Lepers Home at Carrville for the fall: 
meeting. 

A most delightful dinner was served by Our 
Lady of the Lake Sanitarium following the pro- 
gram, with musical numbers by Mrs. H. C. Falcon, 
Miss Anna Wallace, and Dr. and Mrs. E. O. 
Trahan, all of Baton Rouge. 


Hotel Dieu has established an Electrocardio- 
graphic Department, in charge of Dr. A. E. 
Fossier. 





The public school teacher of the future in New 
York State will recognize that her responsibility 
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goes far beyond the R’s; she will be more inter- 
ested in the health of her pupils than the teacher 
of the past and she will know how to safeguard 
the health of her children, particularly their eye- 
sight, to a greater degree than before—this was 
the substance of a report made here today by Dr. 
Emily A. Pratt, Eye and Ear Specialist of the 
Medical Inspection Bureau, New York State De- 
partment of Education, in a conference with the 


officers of the National Committee for the Pre- 
vention of Blindness. 


Under the joint auspices of the National Com- 
mittee and the State Department of Education, 
Dr. Pratt has during the last three months given 
a course of lectures in each of the normal schools 
throughout the state-as the result of which it is 
expected that every prospective teacher at present 
enrolled in a New York state normal school will 
understand the structure of the eye, scientific 
measures of testing vision, and the most pro- 
gressive methods of conserving the sight of chil- 
dren. Dr. Pratt will continue giving these lec- 
tures in New York state normal schools until 
May 1st. The lectures to normal school pupils 
are being supplemented by lectures and demon- 
strations in public schools, in talks to Parent 
Teachers Associations and in conference with 
school superintendents throughout the state. 
Included in Dr. Pratt’s itinerary are the normal 
schools at Plattsburg, Oswego, New Paltz, Gen- 
eseo, Oneonta, Brockport, Buffalo, Cortland, Fre- 
donia and Pottsdam. 


Following the conference, Lewis H. Carris, Man- 


aging Director of the National Committee, 
declared: 


“It is clear from Dr. Pratt’s report that the 
new school teacher has a decidedly better health 
point of view and will, in fact, become an impor- 
tant factor in the organized movement for the 
prevention of blindness and the conservation of 
vision. As the result of the excellent work by 
Dr. Pratt, which has been made possible through 
a co-operative arrangement between the State De- 
partment of Education and the National Commit- 
tee for the Prevention of Blindness, new teachers 
in New York will not only be enabled immediately 
upon their graduation from normal schools to 
carry out the laws requiring peridic examination 
of the eyesight of school children, but will have 
a grasp of the fundamental principles of good 
illumination, of ocular hygiene and of sight con- 
servation in general. As the result of this ar- 
rangement, fewer children in New York State will 
be retarded in their school work because of the 
teacher’s failure to recognize in many cases that 
defective vision rather than a mental defect has 
been the cause of lowered scholarship.” 
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CHILD LABORERS IN GERMAN FIELDS. 

Poverty, labor shortage, higher wage demands 
by adults, and the large influx of school graduates 
into industry are blamed for the increased num- 
ber of children found to be working on German 
farms by the National German Society for the 
Protection of Children. The average age at which 
these children began to work was 10 years, but 
some began work at the age of 4 to 5. The 
hours of work varied from 2 to 5 in winter and 
from 2 to 12 the rest of the year. In many cases 
working conditions were bad and the work un- 
suited to the strength of children. 


The loss of eyes in industrial accidents cost 
the employers of Pennsylvania more than $800,000 
during the last year and more than $8,000,000 
since the enactment of the State Workmen’s Com- 
pensation Law, according to an analysis of the 
annual report of the Pennsylvania Department of 
Labor and Industry made public here today by 


Lewis H. Carris, Managing Director of the 
National Committee for the Prevention of 
Blindness. 


“It has always been the conviction of the Na- 
tional Committee for the Prevention of Blindness 
that eye hazards are the more serious of all non- 
fatal industrial accident hazards,” declared Mr. 
Carris’ statement. Striking evidence of this fact 
may be had in the 1925 accident report of the Penn- 
sylvania Department of Labor and Industry which 
shows, for instance, that both during the last year 
and during the entire period since the passage 
of the Workmen’s Compensation Law the employ- 
ers of Pennsylvania have found it necessary to 
pay more money as compensation for loss of eyes 
than for all accidents resulting in loss of legs, 
loss of arms and loss of hands combined. 


The Pennsylvania report shows that 538 eyes 
were lost in industry in that one state last year 
and that a total of $800,598 was paid to work- 
men as compensation for this loss. At-the same 
time a total of $793,952 was paid for the loss 
of 97 legs, 73 arms and 190 hands. Altogether 
since the enactment of the Pennsylvania Com- 
pensation Law, the employers of this state have 
spent $8,011,259 as compensation for loss of eyes 
and $8,007,862 as compensation for loss of legs, 
arms and hands combined. During this period 
the vision of 5,885 eyes were destroyed through 
industrial accidents. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS. 
The United States Civil Service Commission 
announces the following open competitive exam-' 
inations: 


Head Nurse—Recepit of applications for head 
nurse will close May 11. The examination is to 
fill a vacancy at Freedmen’s Hospital, Washing- 
ton, D. C., at $1,140 a year, plus room, board and 
laundry, and vacancies occurring in positions re- 
quiring similar qualifications. 


Applicants must have been graduated from a 
standard four years’ high school course, and from 
a recognized school of nursing requiring a resi- 
dence of at least three years in a hospital having 
a daily average of fifty patients or more giving 
a thorough practical and _ theoretical training; 
also they must show evidence of State registra- 
tion, and must have had one year’s hospital ex- 
perience as a graduate nurse. 

Freedmen’s Hospital is an institution for the 
care of colored patients. Under supervision, the 
appointee will be responsible for the patients and 
personnel in a ward. 


Competitors will not be required to report for 
examination at any place, but will be rated on 
their education, training, and experience. 


Trained Nurse (Psychiatric).—Receipt of appli« 
cations for trained nurse (Psychiatric) will close 
May 15. The date for assembling of competitors 
will be stated on the admission cards sent appli- 
cants after the close of receipt of applications. 

The examination is to fill vacancies in the Pan- 
ama Canal Service. 


The entrance salary for female nurse (psychi- 
atric) is $135 a month, with promotion at the 
end of each year of service of $5 a month until 
a maximum of $150 a month is reached. The 
entrance salary for male nurse (psychiatric) is 
$140 a month, with promotion at the end of each 
year of service of $5 a month until a maximum 
of $155 a month is reached. 


Applicants must have been graduated from a 
recognized State or Federal hospital for the care 
of the insane, requiring a residence of at least 
two years and giving thorough practical and 
theoretical training; or they must have been 
graduated from a _ recognized general hospital 
after at least two years of residential training, 
and in addition, have had at least one years’ ex- 
perience in a hospital for the care of the insane. 


Competitors will be rated on practical questions 
in anatomy, hygiene, and nursing; and education, 
training, and experience. 


Full information and application blanks may 
be obtained from the United States Civil Service 
Commission, Washington, D. C., or the secretary 
of the board of U. S. civil service examiners at 
the post office or custom house in any city. 
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MISSISSIPPI STATE MEDICAL ASSOCIATION NEWS 


J. S. Ullman, M. D., Associate Editor. 


DR. GILES SANFORD BRYAN. 

Dr. Giles Sanford Bryan, of Amory, Mississippi, 
the President of the Mississippi State Medical 
Association, was born 
at Amerdeen, Missis- 
sippi, in 1863. His 
mother died when he 
was nine months old, 
and he was brought ‘up 
by his maternal aunt. 


At the age of eight, 
he removed to a farm 
with his father, and, 
as there were very 
poor school advantages 
in the community, most 
of his early education 
was received at the 
hands of his father, 
who must have been a 
very good teacher, as 
results have proven. 


teens, 
some ot’ 


In the early 
he attended 
the common schools in 
his locality, and then 
entered the University: 
of Mississippi, but be- 
of financial re- 
verses was unable to 
stay to get his degree. 


cause 


After leaving the 
University, he taught 
county schools’ until 
able to attend medical 
college. He was grad- 
uated from the medical school now known as the 
Medical Department of the University of Tennes- 
see, and then assisted Dr. W. B. Rogers in his 
surgical work, and as interne in his private hos- 
pital in Memphis. 

Next came a practice of fifteen months in 
Jasper, Alabama. Thence he moved to Amory, 
Mississippi, where he still lives and works. 

A short while after moving to Amory, he mar- 
ried Miss Mollie Little, of Jasper, Alabama. 


Dr. G. 
President Mississippi State Medical Association. 


There are two daughters, both college graduates, 
and both doing diagnostic work in health units. 
One daughter is married. 
For the past twenty-five years, Dr. Bryan has 
acted as Division Surgeon for the Frisco Railroad. 
He has been a member of the State Medical 





Ss. 


Association for over twenty years and has missed 
one meeting only, and that because of serious sick- 
ness in the family. 


He has always been 
a keen student of med- 
icine, and for eight 
years was a member 
of the State Board of 
Health, taking quite a 
part in starting pro- 
gress that has brought 
Mississippi up to the 
front rank in Public 
Health work, wf 


MISSISSIPPI. 


The Homochitto Val- 
ley Medical Society 
held its quarterly meet- 
ing in Natchez April 
8th, with Dr. L. H. 
Lamkin in the chair. 


Dr. Jas. C. McGehee, 
of Bude, Miss., and Dr. 
W. J. Grady and Dr. 
J. W. Dugger of Ste- 
phenson, Miss., were 
elected to membership. 

The following papers 
were read: 

“Hyperemesis Gravi- 
darum,” by Dr. J. C. 
MeNair, Natchez, Miss. 


“Empyema,” by Dr. 


BRYAN, E. E. Benoist, Natchez, 
Miss. 
The committee ap- 


pointed last fall to look into the establishment 
of a library reported progress to the extent that 
the library would probably be quartered in the 
basement of the Natchez Sanitorium. They recom- 
mended that it be known as the “Homochitto 
Valley Medical Society Library.” It was further 
recommended that inasmuch as the Natchez physi- 
cians would derive the greatest benefit from this 
library the greater part of the expense should be 
borne by them and that the expense would prob- 
ably have to be met by voluntary contributions 
rather than by assessment. The committee was 
continued and requested to report at the July 
meeting. 


Jackson, May 11-12-13. 
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If you have not paid your dues get in line by 
doing so now. Don’t wait until your overburdened 
Secretary is forced to ask you for them. Delin- 
quent members have no Medico-Legal Defense, 
and you cannot get Reciprocity unless you are a 
member of your State Association. 


Jackson, May 11-12-13. 


On March 24th at the Elks Club the Clarksdale 
and Six Counties Medical Society held its regular 
semi-annual meeting, at which the following dele- 
gates and alternates were elected: 

Coahoma—E. LeRoy Wilkins, Delegate. 

Quitman—J. E. Furr, Delegate. 

Tallahatchie—J. A. Harris, Delegate. 

Tunica—G. M. Shaw, Delegate. 

Coahoma—W. H. Eason, Alternate Delegate. 

Quitman—A. C. Covington, Alternate Delegate. 

Tallahatchie—G. D. Hightower, Alternate Del- 
egate. 

Tunica—J. P. Hitt, Alternate Delegate. 

Dr. A. C. Harrison of Charleston was elected 
to membership. 

At the banquet given to the members of the 
Society at the Alcazar Hotel Dr. R. R. Kirkpatrick 
presided as toastmaster. 

There were about sixty doctors present, of 
which fifteen were visitors. 

The scientific program presented at this meet- 
ing was as follows: 


AFTERNOON SESSION. 
1. Treating Malaria with Intravenous Injec- 
tions of Quinine............J. L. Niehols, Alligator 
2. Ectopic Pregnancy, with Report of Cases 
Se OR TAT wuts W, Ellis, Coahoma 
8. Intestinal Obstruction with Special Refer- 
ence to Pre- and Post-Operative, Care... 
Pe i uu... Andre B. Carney, Ft. Smith, Ark. 
4, A Papev.......... _.@. D. Hightower, Webb, Miss. 


EVENING SESSION. 


1. Business Session—Election of Delegates. 
2. A Case Report.......Thos. J. Crofford, Charleston 
8. Focal Infections of the Head in Relation 
to Obscure General Conditions... e 
Stern werner) Cameron Montgomery, Greenville 
4. Mobilization of Joints with Bony Anky- 
losis—Illustrated by Animated Cartoons 
pelein eee rerneb ewan: Ae 2 Willis C. Campbell, Memphis 











Jackson, May 11-12-13. 





Mississippi State Medical Association. 


PROGRAM OF WINONA DISTRICT MEDICAL 


ASSOCIATION. 


This Association held its regular meeting on 


April 2, 1926, at Grenada, Miss. 


1. 


Diathermy Clinic, 10 A. M. to 12 M....... 
De Ae Ned ee eT Dr. Austin Rosedale 
Results in High Blood Pressure, Tuber- 
culosis, New Growths, etc. 
Pediatricz........................... ....Chick Rucks, Memphis 
Resume of Mercurochrome 
cas T. W. Holmes, Winona 
Some Urological Problems... 000000... 
peesctaleseecattdeataediaeainiad Russell A. Hennessey, Memphis 
A paper on Eye, Ear, Nose and Throat 
sss oameron Montgomery, Greenville 
BE I iia is ccccoisshighekaitoisticaindac sacchari 
..R. L. Sanders and C. H. Haleock, Memphis 
Election of officers. 











President—J. H. Brown, Europa. 
Secretary and Treasurer—J. K. Avent, Grenada. 
Vice Presidents and Delegates—W. D. Arnold, 


Ackerman; J. O. Ringold, Winona; F. B. Coats, 
Hardy; V. V. Wallace, Carrollton. 


Jackson, May 11-12-13. 


TENTATIVE PROGRAM MISSISSIPPI STATE 


MEDICAL ASSOCIATION. 
GENERAL MEETING—FIRST DAY. 
Tuesday, May 11, 1926. 


Sessions 9:30 A. M. to 12 M.—1:30 P. M. to 6 P. M. 


sd 





Edwards Hotel. 
Opening Exercises. 


Call to ordev........... President G. S. Bryan, Amory 
Invocation.................. Rev. H. S. Spraggins, Jackson 
Report of Committee on Arrangements. 
Section on Eye, Ear, Nose and Throat. 
C. A. McWilliam, Chairman, Gulfport, 
Edwards Hotel. 
Extra-Ocular Foreign Bodies 200 
W. C. Cheek, Springfield, Mo. 
Discussion to be opened by H. L. Arnold 
and L. S. Gaudet 
Complications of Nasal Sinus Diseases in 
Children.................. D. C. Montgomery, Greenville 
Discussion to be opened by B. S. Guyton 
and E. L. Posey. 


Section on Surgery. 

V. B. Philpot, Chairman, Houston. 
Symposium on Cancer: 
a. Malignancy....W. W. Crawford, Hattiesburg 
b. Treatment of Carcinoma of the Uterus 
J. S. Ullman, Natchez 
c. Radium in Treatment of Cervical Car- 

cinoma J. P. Wall, Jackson 














is 


is 


on 








ro 


- Invocation......................- Rev. H. 


. President’s 


d. Surgery vs. Radium for the Patholog- 
ical Uterus........ W. H. Anderson, Booneville 
Joint discussion to be opened by A. G. 

Payne, B. B. Martin, Julius Crisler 

Surgery of the Peritoneum 

Is. M. Holder, Memphis 

Dissension to be opened by E. C. Parker, 

M. L. Flynt, Willis Walley 


. Pain in the Right Iliac Region 


Seba R. B. Yates, Goseuweed 
Discussion to be opened by C. R. Berry, 
W. J. Coleman, E. L. Gilbert 


. Important Facts in the Operative Cure of 


ae H. R. Shands, Jackson 
Bilesnsalion to be opened by J. C. Culley, 
John Darrington, David Walley 


. Surgery of the Spleen............... 


Re eT: H. A. Geuihie, Gromuvillle 
Bisonnion to be opened by W. G. Gill, 
J. W. Barksdale, C. F. Chamberlain. 


. Surgical Procedures in Special Forms of 


Intestinal Obstruction.....I. C. Knox, Vicksburg 
Discussion to be opened by D. P. Street, 
T. W. Holmes, Price Ivy. 


. Prostatectomy Under Local Anesthesia 


..Carroll W. Allen, New Orleans 
" Diseussion w be opened by Paul Gam- 
ble, W. H. Sutherland, W. L. Britt. 


. Liver Function and Gall-Bladder Surgery 


M. Q. Ewing, Amory 
Discunafen to be opened by A. E. Gor- 
din, H. N. Mayes, R. H. Foster. 


. Safeguarding Our Bad Surgical Risks 


.§. H. Hairston, Meridian 
Discussion to te opened by E. H. Gallo- 
way, R. H. Cranford, A. Street. 


EVENING SESSION 
Tuesday, May 11, 1926. 
Edwards Hotel Eight O’Clock 
To Which the Public is cordially invited. 


M. King, Jackson 
Addresses of Welcome— 
On behalf of the City 
Mayor W. A. Scott. 
On behalf of the Central Medical So- 
ciety, Jno. Darrington, President, 
Yazoo City. 


of Jackson, 


. Response to Address of Welcome... 


biiisinisadieben W. H. Anderson, —s 


Address: “Our Association: 


Its Record, Its Opportunities and Its Obli- 
gations” 


. Annual Oration: 


..G. S. Bryan, Amory 


“Diagnosis” , 
Ws a Seven, “Nashville 





Mississippi State Medical Association. 


-~] 


. The Heart 


. Some of the Common Mental 


. Pyelitis in Children... 
. Shall the Practice of Medicine be Called 


. Trachoma 





GENERAL MEETING—SECOND DAY. 
Wednesday, May 12, 1926. 
Sessions 9 A. M. to 12 M.—1:30 to 4 P. M. 

Edwards Hotel. 
Section on Hygiene and Public Health. 
W. E. Noblin, Chairman, Yazoo City. 


. The Body Surface as a Neglected Field for 


Preventive Medicine................. R. W. Hall, Jackson 
Discussion to be opened by R. M. Adams. 


. A Paper .Gilruth Darrington, Vicksburg 
Discussion to be opened by W. A. Dear- 
man. 
. Why We Do Not Eliminate Malaria More 


Rapidly Than Is Being Done 
' ..J. A. LePrince, Memphis 
Dissussion to be ‘opened by R. R. Kirk- 
patrick, Clarksdale. 


. The Relation of a Sanitary Inspector to a 


Part-Time Health Unit........................... 
i. €. Pugh, Vance: City 
Discussion to be opened by J. B. Black, 
Jackson. 
muds E. MeDill, Jackson 
Discussion to be opened by G. W. F. 
Rembert, Jackson. 
Diseases, 
with Suggestions as to the Treatment and 
Prevention by the County Health Unit... 
.H. L. Clark, Jackson 
Discmnsten ( to te epened by H. H. Ram- 
say, Ellisville. 


. What Needs to Be Done for the Pre-School 


Child... .F. J. Underwood, Jackson 
Discussion to be opened by N. C. Wo- 
mack, Jackson. 


Section on Medicine. 
C. R. Stingily, Chairman, Jackson. 
.G. Y. Gillespie, Greenwood 


a Specialty?............................J0- A. Rayburn, Ecru 


. The Present Trend of Scientific Medicine 


scacnsiter aia cecal R. C. Elmore, Durant 
Seiten on Eye, Ear, Nose and Throat. 
C. A. McWilliams, Chairman, Gulfport. 
Special Session. 
Edwards Hotel 
Wednesday, May 12, 9 A. M. to 1 P. M. 


Mezzanine Floor, 


. Vertigo: Its Importance to the Aurist, the 


Oculist, and the General Practitionev......... 
206 ..Fern Champenois, Hattiesburg 
Discussion to be opened by G. E. Ad- 
kins and W. A. Jones. 


H. L. Arnold, Meridian 
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8. Headaches....................... C. C. Buchanan, Hattiesburg 
Discussion to be opened by L. W. Dot- 
son and E. H. Jones. 


. Focal Infections from the Opthalmologists’ 
and Oto-Laryngologists’ View ee 
: ._L. S&. Gaudet, “Natchez 
" Dissussion t te opened by D. C. Mont- 
gomery and W. S. Harper. 
. The Normal and Pathological Development 
of the Sinuses John J. Shea, Memphis 
Discussion to be opened by E. L. Posey 
and E. F. Howard. 
. The Todd Tucker in Muscular Work, and 
Report of Some Cases E. L. Posey, Jackson 
Discussion i be opened by H. L. Arnold 
and L. S. Gaudet. 
. A Typical Glaucoma . 
; ..Jas. B. Stanford, Memphic 
Disenssion to be opened by B. S. Guy- 
ton and H. L. Arnold. 
. A Double Pneumatic Mastoid 
Be: ..G. E. Adkins, Jackson 
Discussion to be eoamed by Fern Cham- 
penois and E. L. Wilkins. 


. Diagnosis of Foreign Bodies in the Lungs 
= KF. E. LeJeune, New Orleans 
Disswesion aa be opened by E. F. How- 


ard and W. B. Dobson. 
10. Nasal Surgery Under Rectal Anesthesia 
de ..Hdley H. Jones, Vicksburg 
" Disoussion te be opened by L. S. Gaudet 
and D. C. Montgomery. 


GENERAL MEETING—THIRD DAY. 


Thursday, May 13, 1926. 
Sections 9:30 A. M. to 12 M.—1:30 P. M. 
to 4 P. M. 


Section on Medicine. 
(continued) 
C. R. Stingily, Chairman, Jackson. 
. New Developments in the Treatment of 
Malaria... Wm. Krauss, Memphis 


. Intra-Ocular Manifestation of Some 
temic Diseases. 


Sys- 
W. S. Sims, Jackson 
. Arterial Hypertension....Jno. B. Howell, Jackson 
. The Association of Acute and Chronic In- 

fections to Mental Diseases... = 

BR Tea PSE SEAS L. R. Brown, ‘Little Rock, “Ark. 
. The Significance of Gastric Symptome.......... 

siathsitelhcesaita agus seisuicicbacdeiabbchshaiasadiehoaiien aaa L. B. Neal, Jackson 
. A Practical Consideration of Diabetes 

Se uss W. F. Rembert, Jackson 
. Surgery of Diabetes...J. W. Barksdale, Jackson 
. Diabetes Complicating Tuberculosis 

...Henry Boswell, Sanatorium 


Mississippi State Medical Association. 


9. Real and Alleged Dangers of the Preven- 
tion and Treatment of Diphtheria with 
BEER L. D. Hudson, Hattiesburg 

10. Who Is Insane...........J. M. Buchanan, Meridian 


Jackson, May 11-12-13. 


PROGRAM 
WOMAN’S AUXILIARY MISSISSIPPI STATE 
MEDICAL ASSOCIATION. 
Tuesday, May 11, 1926. 
Mrs. Sydney Johnston, Vicksburg, President. 
8:00 A. M.—Registration, Edwards Hotel. 
3:30 P. M.—Executive Board, Y. W. C. A. 


Wednesday, May 12, 1926. 
¥. W. ¢C.. A. 

9:30 A. M.—Call to order. 

Invocation. 

Address of Welcome: 

On behalf of the Woman’s Auxiliary to Hinds 
County Medical Society, Mrs. H. F. Magree, 
President. 

On behalf of the City of Jackson—Mrs. H. F. 
Garrison. 

Response to Addresses of Welcome—Mrs. W. H. 
Frizell, Brookhaven. 

Roll calls. 

Appointment of Committes. 

Reports. 

Address—Dr. F. J. Underwood, Jackson. 

12:00 M.—Adjournment for Lunch. 

1:00 P. M.—Report of Woman’s Auxiliary, 
A. M. A., Mrs. H. R. Shands, Jackson. 

Report of Auxiliary Southern Medical Associ- 
ation—Mrs. N. C. Womack, Jackson. 

2:00 P. M.—Adjournment. 

4:00 to 6 P. M.—Tea at Governor’s Mansion. 


Thursday, May 13, 1926. 

9:30 A. M.—Session Y. W. C. A. 

Invocation. 

Reading of Minutes. 

Reports. 

Election of Officers. 

Unfinished Business. 

Address—Dr. Bryan. 

12:00 M.—Luncheon. Edwards Hotel. 

Afternoon Ride over Jackson. 

Mrs. C. C. Applewhite of the Jackson Auxiliary 
of the M. S. M. A. in presenting the above pre 
gram for her committee states that they are look- 
ing forward with pleasure to the coming Conver 
tion and hopes that there will be a splendid at 
tendance not only of the Doctors but of their wives 
as well. She states further that in all probability 
there will be other social features for the visitor! 
in addition to those mentioned in the program. 





Mississippi State Medical Association. 


Jackson, May 11-12-13. 


The North Mississippi Six Counties Medical So- 
ciety meeting was held March 17th, 1926, at Water 
Valley in the Masonic Hall, with President Mayfield 
in the chair. It is stated that this was one of 
the best meetings that this Society has held. 
Every paper on the program, with one exception, 
was presented, and the program, which was as 
follows, was finished on time: 


. Invocation. 


. Headaches 


. Diarrheas and Their Treatments ...................... 
itimnate Of. B Mee, Grenada 
|, See eee 
ees Dr. J. P. Henry, Memphis 
By ee Gy ee 
meee Y. Henry G. Hill, Memphis 
scat Dr. C. M. Speck, New Albany 
. Leukemia and Pregnancy, Report of Case 
uD, Geo. Brown, Water Valley 


. Irregularities of 


. A Paper 


Following this program the Society was a guest 
of the Water Valley doctors at a dinner. 

The next meeting will be held at New Albany, 
July 21st, and will be an all day session. 


Jackson, May 11-12-13. 


OFFICERS OF THE MISSISSIPPI STATE 
MEDICAL ASSOCIATION. 


President—G. S. Bryan, Amory. 
Vice-President—F. G. Riley, Booneville. 
Vice-President—O. N. Arrington, Brookhaven. 
Vice-President—E. SS. Bramlett, Oxford. 


Councillors. 


1st District—J. W. Lucas, Moorhead. 
2nd District—J. S. Donaldson, Oakland. 
38rd District—W. M. Robertson, Rienzi. 
4th District—T. W. Holmes, Winona. 
5th District—D. W. Jones, Jackson. 

6th District—W. G. Gill, Newton. 

7th District—T. M. Dye, Clarksdale. 

8th District—W. H. Frizell, Brookhaven. 
9th District—D. J. Williams, Gulfport. 
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Delegate to American Medical 
S. W. Johnson, Vicksburg. 


State Medical 


Association— 


Delegate to Arkansas 
tion—S. W. Glass, Lyon. 


Delegate 


Associa- 
to Tennessee State Medical Associa- 
tion—I. B, Seale, Holly Springs. 

Delegate to Alabama State Medical 
tion—A. C. Bryan, Meridian. 


Associa- 
Delegate to Louisiana State Medical Associa- 
tion—I. W. Cooper, Meridian. 


Committee Appointments. 

Public Policy and Legislation—Drs. Underwood, 
Cooper, Willis Walley. 

Teachers’ Association—Drs. W. 
Henry Boswell, F. J. Underwood. 

Publication—Drs. Dye, Dearman, Folkes. 

Scientific Work—Drs. Dye, H. L. Scales, D. W. 
Jones. 

Necrology—Drs. J. Rice Williams, J. B. Howell, 
C. A. Sheely. 

Hospitals—J. M. Acker, S. H. Hairston, Jno. 
Darrington. 

Medical Education—W. H. Anderson, J. P. Wall, 
W. W. Crawford. 


H. Frizell, 


Chairmen Scientific Sections. 
Medicine—C. R. Stingily. 
Hygiene and Public Health—W. E. Noblin. 
Eye, Ear, Nose and Throat—C. A. McWilliams. 
Surgery—V. B. Philphot. 


President, Woman’s Auziliary 
Mrs. S. W. Johnston, Vicksburg. 


Jackson, May 11-12-13. 


The Central Medical Society at their meeting 
April 13th, announced the following committes to 
look after the arrangements for the call meeting 
of M. S. M. A. in Jackson next month: 

Finance Committee—Dr. A. E. Gordon, Chair- 
man. 

Entertainment Committee—Dr. H. R. Shands, 
Chairman. 

Reception Committee—Dr. G. S. Adkins, Chair- 
man. 

Executive Committee—Dr. John 
Chairman; Ren Hall, Secretary. 


Darrington, 





Gynecologic Urology: By Lynn Lyle Fulkerson, 
A. B., M. D., F. A. C. S. Illustrated. Phila- 
delphia. P. Blakiston’s Son & Co. 1925. 

This work embraces a comprehensive review of 
literature on urology in the female. Seldom does 
one find a volume with as much valuable up-to- 
date information in so few pages. The work is to 
be highly recommended to all students of this 
subject. 

C. L. Peacock, M. D. 


Medical Formulary: By E. Quin Thornton, M. D. 
Twelfth edition, revised. Philadelphia and 
New York. Lea & Ferbiger. 1925. 

The twelfth edition of this pocket volume has 
been extensively revised in order to conform to 
the latest revision of the United States Pharma- 
copoeia. The general plan of the book has not 
been changed. The diseases, conditions or symp- 
toms are given in alphabetical order, and under 
each heading is given from one to half a dozen 
or more prescriptions which may favorably influ- 
ence the disease or the local condition. 


G. R. HERRMANN, M. D. 


Clinical Features of Heart Disease: By Leroy 
Crummer, M. D., New York. Paul B. Hoeber. 
1925. 

In this book the author clearly presents the sub- 
ject of Heart Disease as it appeals to the clinician. 
He presents in a rational way our knowledge, at 
the present day, of the various disfunctions of the 
heart, both infectious and degenerative. 

The chapter on ausculation, alone, will reward 
the reader for the time consumed in reading the 
entire book, laying before the profession, the 
necessity of and the value of ascertaining the char- 
acteristics of the two heart sounds, left and right, 
especially, the first sound left and the first sound 
right. 

Cardiac Emergencies, are discussed in a chap- 
ter by themselves this discussion, making a very 
interesting subject and should be enlightning to 
practitioners as well as to the medical student, 
anticipating early practice. 

The entire volume is presented in a concise and 
readable manner, being very complete, and cor- 
rect in detail, should be of particular value to the 
general clinician, and especially the general prac- 
titioner, who has not the time to keep abreast 
with the latest facts in clinical cardiology. The 
entire subject is brought up to date. 


B. R. HENINGER, M. D. 


Modern Treatment and Medical Formulary: By 
W. B. Campbell, M. D. Seventh rev. and enl. 

ed. Philadelphia. F. A. Davis Co. 1924. 
This seventh revision of the original work by 
W. B. Campbell, M. D., appears to make no claims 





BOOK REVIEWS 





to originality on the part of the author, and tiie 
revisers. Therapeutic measures and prescripto:s 
are given and their source credited. Some of these 
sources are foreign. 


This book is not one that discusses the merics 
or action of drugs, but is a comprehensible and 
condensed accumulation of favorite treatments and 
prescriptions in use by well known physicians. 


Indexing of this work follows the plan of 
naming the ill and under it listing the drugs 
and combinations of drugs. 


It would appear that Campbell’s Handbook 
would be equally interesting to medical students 
and physicians in practice as a vast amount of 
material has been culled by the authors so as to 
furnish the reader what, in their opinion, is the 
most valuable treatment of the ailment at hand. 
The lack of unnecessary reading and the brevity 
of the text is particularly acceptable, although 
there is a tendency toward “shot gun” therapy in 
some of the prescriptions. 


W. A. Love, M. D. 


Physical Diagnosis: By W. D. Rose, M. D. Fourth 
edition. St. Louis. C. V. Mosby Co. 1924. 
This volume in its fourth edition endeavors to 
cover a large field in about 700 pages of print and 
the author is, in the reviewer’s opinion, fairly suc- 
cessful in his effort. 


About two-thirds of the book is given over to 
the diagnosis of the chest and its contained organs 
and the discussion includes radiography and car- 
diography in addition to the usual methods of 
examination. 


Preceding the chapters on examination of the 
chest and abdomen, there are valuable, short and 
concise descriptions of the clinical anatomy of these 
parts. 


In discussing the examination of the abdomen, 
the contained organs are treated separately. This 
is of especial advantage to the reader as he does 
not have to go over a mass of material to find 
what he is looking for. 


It appears that the author has attempted to be 
too brief in the latter part of the volume when he 
covers the examination of the head, neck, face, 
upper and lower extremities, skin and nervous 
system in ninety pages. 


Analyzing the book as a whole, it is one of value 
on account of the excellent description of methods 
of examination, its brevity, and freedom from 
repetition in the subject matter. If there is a 
fault to find in the book, it would be that, on ac- 
count of its conciseness, there may be some errors 
of omission. 


W. A. Love, M. D. 











W.lliam Cadogan, His Essay on Gout: By John 
Ruhrah, M. D., New York. Paul B. Hoeber, 
Inc. 1925. 

[fo one who comes fresh from a pleasant hour 
with George Saintsbury’s “Notes on a Cellar Book,” 
this volume is a joyful contrast; for whereas the 
learned litterateur pleads the cause of the appe- 
tite, “Sweet Willy” Cadogan delights us with a plea 
for moderation. Let his words fall from his own 
lips: “I have already shown that the causes of 
these evils (chronic diseases, more particularly the 
gout) are indolence, intemperance and vexation; 
and if there be any truth or weight in what I have 
said, the remedies are obvious: Activity, Temper- 
ance and Peace of Mind.” 

Evidently Cadogan was a violent heretic among 
his contemporaries, both medical and lay. The 
scathing but brilliant verse (appended to the essay) 
hurled at him by one Stella testifies to this. We 
cannot in some respects doubt the soundness of his 
thesis however faulty its development may be; it 
is an eighteenth century version of the familiar 
Celsian aphorism: Rest and abstinence are the best 
of all remedies, and abstinence alone cures without 
any danger. 

The distinguished physician-scholar of Baltimore, 
merits our gratitude for rescuing from oblivion 
this interesting soul, damaged in his own day, and 
forgotten in ours. We would be altogether at sea, 

were it not for Doctor Ruhrah’s enlightening and 


charming introduction. 
M. MALLOWITZ. 


Book of Prescriptions: By E. W. Lucas, C. B. E., 
and H. B. Stevens, O. B. E. Eleventh edition. 
Philadelphia. P. Blakiston’s Son & Co. 1926. 


This small volume has achieved a very great 
popularity. It first appeared in 1856 and has been 
revised from time to time until the present date. 
Just how its popularity has been retained is not 
clear to the reviewer, but since it has proved itself 
by seventy years of continuous publication, the 
isolated opinion of one individual is hardly of much 
value. The prescriptions contain many drugs un- 
known to the United States Pharmacopoeia and the 
directions are so succinct and brief that they can 
be of very little value to the physician who has 
no more than elementary knowledge of medicine. 

G. R. HERRMANN, M. D. 


Chronic Disease: By E. Bach, M. B., B. S., D. P. H., 
and C. E. Wheeler, M. D., B. S., B. Se. New 
York. Paul B. Hoeber, Inc. 1925. 

The attempt to explain chronic disease on the 
basis of intestinal toxemia has been tried by the 
authors. They not only make an attempt, which 


to the reviewer does not seem in any way to be 
based on scientific observations or clear reasoning, 
to elucidate the mystery of chronic disease, but they 
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even go a step further and claim that with a suit- 
able dietary and with a vaccine prepared from the 
intestinal flora they have produced cures in a great 
many conditions. The organisms that they believe 
produce various types of chronic disorders are 
Gram negative, non-lactose fermenting bacteria. 
These organisms are responsible for a host of 
diseases ranging from chronic gastritis and chronic 
colitis to anemia and neurasthenia. The reader 
may successfully evaluate the worth of the book 
when he is told that in addition to the large num- 
ber of diseases supposedly caused by intestinal 
toxemia, the authors, in a separate chapter devoted 
to cancer, feel that they have done much to alleviate 
this malignant disorder by diet and autogenous 
vaccines. 
J. H. Musser, M. D. 


Headache: Its Causes and Treatment. By Thomas 
F. Reilly, M. D. Philadelphia. P. Blakiston’s 
Son & Co. 1925. 


It may be unfair to judge a book by superficials, 
but the reader is naturally affected by careless 
typography or by apparent purposeful incorrect 
use of capitals. When the greater number of dis- 
eases are capitalized, when nitroglycerin is spelled 
with a capital N and a capital G in one place and 
seven lines lower it is spelled with a capital N and 
as one word, such carelessness is apt to be con- 
sidered an index of the character of the book. If 
capitals are used throughout incorrectly one is apt 
to believe that other incorrect manifestations may 
occur which may be decidedly more relevant and 
more important. It is a great pity that such is 
the case in this present volume because the discus- 
sion of headache, for the most part, is sensible and 
logical. The critical reader may question the 
assertion that disease of the uterus is likely to 
produce headache and that rather similar remote 
disturbances may be responsible for a headache 
directly or reflexly. However, few such possibili- 
ties are given and we no longer see mentioned 
headaches due to almost every conceivable anato- 
mical or pathological disturbance of the body. The 
discussion of mechanical headaches seem particu- 
larly well handled, although there is no especial 
complaint to be made of the other divisions of 
headaches, namely toxic and reflex. 

J. H. Musser, M. D. 


Development of Our Knowledge of Tuberculosis: 
By Lawrence F. Flick, M. D., L. L. D. Phila- 
delphia. Author. 1925. 


The author takes the most complex and most 
difficult subject in medicine and brings it before 
us in a most interesting and complete manner. He 
deals especially with the development of our knowl- 
edge of the disease. Beginning with the period 
2250 years before the Christian era, we are car- 
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ried through the various periods and the opinions 
and writings of the greatest medical men of each 
period are revealed. The interesting work of Koch 
is discussed in detail. The book is well written 
and is a wonderful treatise which covers the sub- 
ject completely. It is worth the time of any physi- 
cian to read the book. Any persons especially 
interested in the subject of tuberculosis cannot 
afford to miss reading it. 


SHIRLEY C. Lyons, M. D. 


Scoliosis: Rotary Lateral Curvature of the Spine: 
By Samuel Kleinberg, M. D., F. A. C. S. New 
York. Paul B. Hoeber, Inc. 1926. 


This publication, by Kleinberg, who has prob- 
ably done more constructive work in an effort to 
overcome this almost uncorrectable deformity, is a 
very splendid review of a great deal of the work 
generally done for this condition, but principally a 
concise and comprehensive review of his own ex- 
perence in treating the deformity. 


The deformity is one which is probably the most 
discouraging, from a standpoint of complete re- 
covery, than any other of the defomities occurring 
in the practice of orthopaedic surgery. This book 
is of primary value to orthopaedic surgeons and 
will fulfill a long felt want in their libraries. The 
author’s work is well known among orthopaedic 
surgeons and needs no recommendation to bring it 
to their attention. Dr. Kleinberg’s work at the 
Hospital for Ruptured and Crippled has extended 
over a long period and has added value because of 
his association with such men as Gibney, Whitman, 
Taylor and Roberts. It is impossible to describe 
in detail the many methods of treatment which he 
shows so well in this profusely illustrated treatise 
on Scoliosis. It is recommended very heartily to 
all who are interested or whose practice brings 
them cases of scoliosis. 


JOHN T. O’FERRALL, M. D. 
Text Book of Orthopedie Surgery for Students of 
Medicine: John Warren Sever, M. D., New 
York. The Macmillan Co. 1925. 


This text book is of especial value to the medi- 
cal student and to the general practitioner or 
general surgeon who wishes a concise digest of any 
particular subject. As Dr. Sever says in the 
preface, he has made an attempt to present his 
subjects in a brief and didactic way to avoid con- 
fusion and frequent references to large amounts of 










Book Reviews. 





literature. Only standard procedures of treatment 
are given, and anyone referring to the book can cet 
the desired information quickly and be sure that it 
is correct. 

The standard types of apparatus indicated in the 
usual deformities found is an important part of 
the book. Profuse illustrations of deformities and 
appliances also lend to its value. For the medical 
student beginning his studies of deformities of 
children and to the graduate physician who wishes 
to refresh his memory, it will be found a most 
valuable volume. 

Dr. Sever’s association for a large number of 
years with the staff of prominent orthapaedic sur- 
geons connected with the Children’s Hospital of 
Boston, makes the book immediately interesting and 
of unusual importance. This book can be recom- 
mended, without hesitation, for its value and the 
concise way in which the information is arranged. 


JOHN T. O’FERRALL, M. D. 
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d ' equipment for the physician’s office or small hospital. Victor 
van Jt. ’? X-Ray Machine in combination with Victor Model 9 Table 





Many important advances in X42¥ ttechnique have become possible 
through improved apparatus as develepea" by Victor research. Yet the 
name Victor has never been associated with a failure or with questionable 
X-ray equipment. 

Every piece of apparatus developed by Victor is submitted to searching 
tests in actual practice. Not until it has successfully withstood these 
tests is it offered to the medical profession. 

The Victor X-Ray Corporation has never jeopardized its own prestige or 
that of the physician who turns to it for apparatus or technical counsel. 


Prestige and Its Obligations 


33 Victor Direct Branch 
offices — not agencies— 
are maintained in the 
principal centers of U.S. - 
and Canada. Upon these 
Branches roentgenologists 
call when thzy need tech- 
nical aid. Victor alone 
maintains such a nations 
wide service. 


VICTOR X-RAY CORPORATION, 2012 Jackson Blvd., Chicago 


New Orleans: 820 Baronne St. 
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